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PREFACE

1. Scope

This publication provides doctrine for the planning and execution of force health protection
and health service support at the operational level, throughout the range of military operations.

2. Purpose

This publication has been prepared under the direction of the Chairman of the Joint Chiefs
of Staff. It sets forth joint doctrine to govern the activities and performance of the Armed Forces
of the United States in operations and provides the doctrinal basis for interagency coordination
and for US military involvement in multinational operations. It provides military guidance for
the exercise of authority by combatant commanders and other joint force commanders (JFCs)
and prescribes joint doctrine for operations and training. It provides military guidance for use
by the Armed Forces in preparing their appropriate plans. It is not the intent of this publication
to restrict the authority of the JFC from organizing the force and executing the mission in a
manner the JFC deems most appropriate to ensure unity of effort in the accomplishment of the
overall objective.

3. Application

a. Joint doctrine established in this publication applies to the commanders of combatant
commands, subunified commands, joint task forces, subordinate components of these commands,
and the Services.

b. The guidance in this publication is authoritative; as such, this doctrine will be followed
except when, in the judgment of the commander, exceptional circumstances dictate otherwise.
If conflicts arise between the contents of this publication and the contents of Service publications,
this publication will take precedence unless the Chairman of the Joint Chiefs of Staff, normally
in coordination with the other members of the Joint Chiefs of Staff, has provided more current
and specific guidance. Commanders of forces operating as part of a multinational (alliance or
coalition) military command should follow multinational doctrine and procedures ratified by
the United States. For doctrine and procedures not ratified by the United States, commanders
should evaluate and follow the multinational command’s doctrine and procedures, where
applicable and consistent with US law, regulations, and doctrine.

For the Chairman of the Joint Chiefs of Staff:

-

WALTER L. SHARP
Lieutenant General, USA
Director, Joint Staff
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SUMMARY OF CHANGES
REVISION OF JOINT PUBLICATION 4-02 (FORMERLY 4-02,
DATED 30 JULY 2001, 4-02.1 DATED 6 OCTOBER 1997,
AND 4-02.2 DATED 30 DECEMBER 1996)

Consolidatesr elevant guidancefound in Joint Publication (JP) 4-02, Doctrine
for Health Service Support in Joint Operations; JP 4-02.1, Joint Tactics,
Techniques, and Procedures for Health Service Logistics Support in Joint
Operations; and JP 4-02.2, Joint Tactics, Techniques, and Procedures for
Patient Movement in Joint Operations, into a single publication

Provides a discussion of the relationship between health service support
(HSS) capabilities and joint functions

Replaces the five phases of casualty care management with the seven health
service support capabilities of policy and resource acquisition capability,
prevention and protection capability, first responder capability, forward
resuscitative capability, theater hospitalization capability, definitive
capability, and en route capability

Updates the discussion of authorities and responsibilitiesfor HSS
Provides a detailed discussion of the joint force surgeon’s office at the joint
task forcelevel to include duties of the office, organizing the office, and
establishing battle rhythm

Updates the discussion of HSS planning consider ations

Provides a health service logistic support planning checklist
Adds a discussion of HSS in civil support operations

Introduces the concept of medical civil military operations

Provides expanded discussion of HSS in multinational operations

CoversHSS for contingency contractor personnel

Revises numerous terms and definitions used in HSS
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EXECUTIVE SUMMARY
COMMANDER’S OVERVIEW

e Covers Health Service Support
* Discusses the Organization of the Joint Task Force Surgeon’s Office
*  Describes Health Service Support Planning

e Covers Health Service Support Operational Considerations

Health Service Support

Health service support Health service support (HSS) is related to three joint functions:
(HSS) sustains the mental  sustainment, movement and maneuver, and protection. HSS
and physical well-being of  promotes, improves, conserves, or restores health within a military

people in order to system. HSS capabilities are employed across the range of military

enhance performance in operations and include the ability to organize, train, and equip

the accomplishment of a preceding deployment and enable the employment of physically

military mission. fit personnel HSS. These capabilities span the operational
environment from point of injury/illness to the appropriate
capability of care.

Purpose The purpose of HSS is to maintain the individual and group health

needed to accomplish a military mission. The intent is to
effectively and efficiently use medical capabilities and individual
healthful practices to prevent and/or correct any human condition
that would impair or preclude the joint force from achieving its
objectives.

Joint Functions and Health Service Support Capabilities

Sustainment, protection, Foremost is the role of HSS in sustainment: the provision of
and movement and medical support required to maintain health during prolonged
maneuver. operations until successful accomplishment of the joint force

objectives. HSS protection involves those measures taken to
prevent hazards — natural environmental, occupational, or
enemy-induced — from having an adverse effect on personnel.
Finally, movement and maneuver for HSS includes the planning,
routing, scheduling, and control of patients and attendant medical
support over lines of communications and during operations.

X



Executive Summary

Within the three joint
SJunctions, HSS offers
seven distinctive and
overlapping care
capabilities that enhance
performance in a military
force.

Care Capabilities

Policy and Resource Acquisition Capability. All HSS
capabilities are dependent on sound policy and sufficient
resource acquisition.

Prevention and Protection Capability. HSS can support
the warfighter by applying prevention and protection
capabilities. These capabilities are both wide-ranging and
diverse and match the complexity of human health needs.
These capabilities are focused on the individual, while others
are directed at the family, organization, or force.

First Responder Capability. The health care capability
that provides immediate medical care and stabilization to
the patient in preparation for evacuation to the next HSS
capability in the continuum of care.

Forward Resuscitative Care Capability. Forward
resuscitative capability is characterized by the capacity to
perform advanced emergency medical treatment as close to
the point of injury as possible, to attain stabilization of the
patient, and to achieve the most efficient use of life-and-
limb saving medical treatment.

Theater Hospitalization Capability. The theater
hospitalization capability offers essential care to either return
the patient to duty (within the theater patient movement (PM)
policy) and/or stabilization to ensure the patient can tolerate
evacuation to a definitive care facility outside the theater.

Definitive Care Capability. Definitive care capability is
rendered to conclusively manage a patient’s condition and
is usually delivered from or at facilities in the homeland, but
may be delivered in facilities outside the homeland. For the
Service member this care capability normally leads to
rehabilitation, return to duty, or discharge from the armed
forces.

En Route Care Capability. The purpose of an en route
capability is the continuation of care during movement
(evacuation) within the HSS continuum of care without
clinically compromising the patient’s condition.

JP 4-02



Executive Summary

To assist joint force
commanders at each level
in supervising their force
health protection
responsibilities, a joint
force surgeon is normally
appointed for each
combatant command,
subunified command, and
Jjoint task force.

Joint Task Force Surgeon Office

The joint task force surgeon’s (JTFS’s) office coordinates HSS
and force health protection (FHP) matters for the joint task force,
under the leadership and guidance of the JTFS. The JTFS’s staff
should be reasonably balanced in experience and rank among the
Services concerned, and should be of sufficient size to effectively
accomplish the following tasks: joint coordination of HSS and
FHP initiatives; deployment health surveillance; HSS and FHP
operations that sustains collaborative joint planning between
combatant commands, Services, Department of Defense agencies,
nongovernmental organizations, intergovernmental organizations,
and host nation (HN) and allied participants as required;
standardization and interoperability of medical capabilities and
materiel; development of the HSS plan and course of action
analysis; review of subordinate plans and operations; joint
coordination of intratheater PM; reachback support; HSS planning
and FHP operations; the collection of FHP lessons learned data;
and, the implementation of programs and processes that promote
and sustain a healthy and fit force, prevent injury and illness,
protect the force from health threats, and deliver responsive HSS
to the deployed force.

Health Service Support Planning Considerations

Timely, effective planning
and coordination are
essential to ensure
adequate and sustainable

HSS.

Proper planning permits a systematic examination of all factors
in a projected operation and ensures interoperability with the
campaign plan or operation plan (OPLAN). Organization of the
HSS system is determined by the joint force’s mission, the threat,
intelligence, anticipated number of patients, duration of the
operation, the theater PM policy, available lift, and hospitalization
and movement requirements. The following should be considered:

Threat. The threat is a composite of ongoing or potential
adversary actions; occupational, environmental,
geographical, and meteorological conditions; endemic
diseases that can reduce the effectiveness of the joint force
through wounds, injuries, illness, and psychological stressors;
and the employment of weapons of mass destruction (WMD).

Medical Intelligence. Medical intelligence is produced from
the collection, evaluation, and analysis of information
concerning the health threats and medical capabilities of
foreign countries and non-state players that have immediate
or potential impact on policies, plans, or operations.

xi



Executive Summary

Patient Movement. Timely PM plays an important role in
the design of HSS. PM is the end result of the collaborative
lift-bed planning, and involves selection of patients for
movement based on consideration of medical condition,
locating available beds, route planning, and the selection of
movement platforms and movement control.

Patient Movement Items (PMIs). PMIs are specific
medical equipment and durable supplies that must be
available to support the patient. Examples of PMIs include
ventilators, litters, patient monitors, and pulse oximeters.

Clinical Capabilities and Health Service Logistic
Support. Specific clinical capabilities, location, health
service logistic supportability, and bed requirements must
be considered when planning HSS and must be detailed in
the respective OPLAN.

Preventive Medicine and Health Surveillance. Risk
assessment and analysis as well as preventive medicine
measures must be included early in HSS planning.

Prevention of Stress Casualties. Prevention of stress
casualties and control of combat and operational stress is a
command and leader responsibility.

Mass Casualty (MASCAL) Situations. Procedures for
handling MASCALSs must be established to include casualty
management resulting from WMD, combat, or other military
operations.

Veterinary Service. Adequate veterinary service support is
an integral part of joint FHP and it is imperative that medical
planners consider veterinary support in HSS operational
planning.

Dental Service. As a functional category of HSS, dental
service plays a significant role in FHP for the joint force.
Dental services must be included in the early stages of
planning.

Host-Nation Support (HNS). HNS can be a significant
force multiplier. HNS should be equivalent to US standards.

xii
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Executive Summary

HSS for US Prisoners of War (POWs), Retained, and
Detained Personnel. The geographic combatant
commander establishes a theater plan on the proper handling
and provision of HSS for returned US POWs and detained
personnel.

HSS for Detainees. The joint force surgeon (JFS) and
medical planner in conjunction with the staff judge advocate
should develop detainee medical care policy
recommendations for the joint force commander (JFC) in
accordance with applicable laws and regulations.

Health Service Support Operational Considerations

Stability Operations

Medical Civil-Military
Operations

Special Operations Forces

Multinational Operations

Stability operations encompass various military missions, tasks,
and activities conducted outside the United States in coordination
with other instruments of national power to maintain or reestablish
a safe and secure environment, provide essential governmental
services, emergency infrastructure reconstruction, and
humanitarian relief. Stability operations objectives could include
the restoration of services such as water, sanitation, public health,
and essential medical care. The desired military end state in the
health sector should be an indigenous capacity to provide vital
health services.

Medical civil-military operations are health-related activities in
support of a JFC that establish, enhance, maintain, or influence
relations between the joint or coalition force and HN, multinational
governmental and nongovernmental civilian organizations and
authorities, and the civilian populace in order to facilitate military
operations, achieve US operational objectives, and positively
impact the health sector.

HSS of special operations units is characterized by an austere
structure and a limited number of medical personnel with
enhanced medical skills, to include emergency treatment,
advanced trauma management, preventive medicine and limited
veterinary and dental care. The primary focus of special operations
forces HSS is to provide essential care and sustain casualties until
force extraction from the operational area.

Medical staffs face numerous challenges affecting the health of
multinational personnel deployed on operations. Therefore,
operational HSS requires clearly defined guidance. HSS plans
must be tailored to each operation and meet the demands of
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Executive Summary

Chemical, Biological,
Radiological, and Nuclear
Operations

geography, individual national needs, language, and
communication difficulties. Every deployed multinational force
should have a surgeon and/or chief medical officer who has direct
access to the multinational force commander.

The JFC, at all levels, is faced with the possibility that any
operation may have to be conducted in a chemical, biological,
radiological, and nuclear (CBRN) environment. The threat of
having to conduct operations ina CBRN environment pose unique
challenges to HSS forces worldwide. The component command
surgeons, working with the appointed JES/JTFS are responsible
for guiding and integrating all HSS capabilities available to the
command to support mission accomplishment in an CBRN
environment.

CONCLUSION

This publication provides doctrine for the planning and execution
of FHP and HSS at the operational level, throughout the range of
military operations.

X1V
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CHAPTER |
HEALTH SERVICE SUPPORT

“The preservation of a soldier’s health should be [the commander’s] first and
greatest care.”

George Washington

1. Introduction

Hedlth service support (HSS) sustains the mental and physical well-being of people in
order to enhance performance in the accomplishment of amilitary mission. Itisrelated tothree
jointfunctions: sustainment, movement and maneuver, and protection. HSSpromotes, improves,
conserves, or restores health within a military system (see Figure I-1). HSS capabilities are
employed across the range of military operations and include the ability to organize, train, and
equip preceding deployment and enabl e the employment of physicaly fit personnel HSS. These
capabilities gpan the operationa environment from point of injury/iliness to the appropriate
capability of care.

HEALTH SERVICE SUPPORT

Sustainment

Promote

Restore PERFORMANCE Conserve

Improve

Movement and Maneuver Protection

Figure I-1. Health Service Support
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2. Purpose

The purpose of HSSisto maintain the individua and group health needed to accomplish a
military misson. Theintentisto effectively and efficiently usemedical capabilitiesandindividual
healthful practicesto prevent and/or correct any human condition that would impair or preclude
the joint force from achieving its objectives.

3. Joint Functions and Health Service Support Capabilities

a. Foremostistheroleof HSSin sustainment: the provision of medical support requiredto
maintain health during prolonged operations until successful accomplishment of the joint force
objectives. HSS protection involves those measures taken to prevent hazards — natural
environmental, occupational, or enemy-induced — from having an adverse effect on personnd.
Findly, movement and maneuver for HSSincludesthe planning, routing, scheduling, and control
of patientsand attendant medica support over linesof communications (L OCs) and during operations.

b. Within these three joint functions, HSS offers seven distinctive and overlapping care
capabilities that enhance performance in a military force (see Figure 1-2). These capabilities
circumscribe the entirety of HSS. They include the medical resources — personnel, materid,

TAXONOMY CONTINUUM OF HEALTH CARE CAPABILITIES

Full range of acute,
- convaliscent, restorative,
Definitive and rehabilitative care
Capability

En Route Care
Capability Theater Modular hospitals with surgical
Hospitalization capabilities required to support

Capability the theater

Forward Resuscitative Forward advanced emergency
Capability medical treatment performed

First Responder Medical care rendered at the
Capability point of initial injury or iliness

. . Promotion and
Prevention and Protection improvement of mental
Capability and physical well-being

Policy formulation,
Policy and Resource Acquisition planning,
T programming,
ezl budgeting, and
disbursing resources

Figure I-2. Taxonomy Continuum of Health Care Capabilities
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Health Service Support

facilities, and information and the organizationa enabling capacity to deliver HSS. All seven
care capabilities are requisite to sustained hedth and are mutually supportive to that purpose.
Each capability, however, has unique attributes that can be identified, improved, and applied to
attain the desired well-being of the joint force.

4. Policy and Resource Acquisition Capability

All HSS capahilities are dependent on sound policy and sufficient resource acquisition.
Policy providestheframework fromwhichthe HSS community derivesthedirectionandidentifies
therequisite people, materid, facilities, and information to promote, improve, conserve, or restore
well-being. With policy asthe guide, resource acquisition occursthrough planning, programming,
budgeting, and disbursement of money. ThisTitle 10 US Code (USC) activity isfoundationa to
the HSS community’s capability to organize, train, and equip sustainment.

5. Prevention and Protection Capability

a. HSScan support thewarfighter by applying prevention and protection capabilities. These
capabilitiesare both wide-ranging and diverse and match the complexity of human health needs.
These capabilities are focused on the individual, while others are directed at the family,
organization, or force. Additionally, the Services will develop and enforce specific minimum
standards; these standards will ensure Service members are free of diseases or medica and
dental conditionsthat are incompatible with expeditionary military service.

b. When focusing on the joint force, the medical portion of protection is labeled force
hedlth protection (FHP). It includes al measures taken by commanders, leaders, individual
Service members, and the Military Health System to promote, improve, or conserve the mental
and physical well-being of Service members across the range of military operations. These
measures enable a hedthy and fit force, prevent injury and illness, and protect the force from
health hazards.

c. Members of the joint force have to be physicaly and mentaly fit. This requirement
demands programs that promote and improve the capacity of the personnd to perform military
tasks at high levels under extreme conditions for extended periods of time. These preventive
and protective capabilities include physical exercise, nutritiona diets, dental hygiene and
restorativetreatment, combat and operationa stressmanagement, rest, recreation, and relaxation
geared to the individua or organization.

d. Methodsto prevent disease are best applied synergistically. Sanitation practices, waste
management, pest and vector control are crucial to protection from disease. Regiona spraying
and the application of insect repellent to guard against hazardousfloraare examplesof prevention
methods. Prophylactic measures can encompass human and anima immunizations, dental
chemoprophylaxisand trestment, epidemiol ogy, optometry, counseling on specific health threats,
and issuance of protective clothing and equipment.
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e. Key to preventive and protective care is information — the capacity to anticipate the
current and future health environment — and its proper delivery to theaffected human popul ation.
Derived from robust hedlth surveillance and medical intelligence, this information addresses
occupationd, natura environmental, and enemy-induced threats. from industria hazards; air
and water pollution; endemic or epidemic disease; chemical, biological, radiological, nuclear,
high-yield explosives, and lasers. HSS must be capable of acquiring, storing, moving, and
providing information that is timely, relevant, accurate, concise, and applicable to the intended
human user. In sum, thisinformation capability is crucid to FHP.

6. First Responder Capability

a More than any other care service, the first responder capability is defined by its time
requirements. Itisthishealth carecapability that providesimmediate medica careand stabilization
to the patient in preparation for evacuation to the next HSS capability in the continuum of care.
This capability can offer primary care outpatient services, emergent care services, medical
subspecidty services, and ancillary services.

b. Primary care outpatient services often begin with the employment of basic or advanced
firstaid (viasdf-aid or buddy ad), followed by non-physicianmedica care, and, in someinstances,
physician primary care. Emergent care services offers basic pre-hospital traumalife support to
include paramedic emergency care, initid resuscitative and fluid therapy, and cardiaclife support.
In addition to treating injuries, first responderstreat patients for common acute minor illnesses.

c. Medica subspecidty and ancillary servicesfor somefirst responder activities consist of
basic mental health, dental and preventive medicine capabilities, as well as limited pharmacy,
laboratory, and radiology capacities.

7. Forward Resuscitative Capability

a. Forward resuscitative capability is characterized by the capacity to perform advanced
emergency medical trestment as close to the point of injury as possible, to attain stabilization of
the patient, and to achieve the most efficient use of life-and-limb saving medical treatment. The
forward resuscitative care (FRC) capability typically provides essential carefor stabilization to
ensure the patient can tol erate evacuation. Thiscapability coversadvanced emergency services,
post surgical inpatient services, surgica subspeciaty services, and ancillary services.

b. Advanced emergency services build on first responder capability by providing trauma
life support, resuscitative care, emergency physician care, initid advanced burn management,
and blood/fluid therapy. Available surgical servicesare normally comprised of trauma, general,
thoracic, and orthopedic surgery capabilities. In turn, these surgical services are supported by
surgical inpatient services. med-surgical nursing care, post-operative care, critical carenursing,
and temporary holding services. All these capabilities are underpinned by sufficient pharmacy,
laboratory, and radiology services.

-4 JP 4-02
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8. Theater Hospitalization Capability

a Thiscapability delivers HSS viamodular hospital configurations and/or a hospital ship
required to medically sustainforcesin atheater. ThisHSS capability involveshospita s purposely
positioned to providein-theater support. Theater hospitalization capabilities deploy asmodules
or multiple individua capabilities that provide incrementally increased medical servicesin a
progressively morerobust theater. Thetheater hospitaization capability offers essential careto
either return the patient to duty (within the theater patient movement (PM) policy) and/or
stabilization to ensure the patient can tolerate evacuation to a definitive care facility outside the
theater.

b. Inadditiontotheavailability of substantid medica personnel skills, theater hospitalization
capability hasthefacilitiesand materiel (equipment and consumable supplies) to render significant
preventive and curative hedth care. These highly robust services encompass primary inpatient
and outpatient care; emergent care; and enhanced medical, surgical, and ancillary capabilities.

c. Theater hospitalization capabilities can vary from theater to theater according to the
regional infrastructure, operationa area, and tempo of operation. But, arobust theater capability
would contain the following services not normally resident at the lower levels in the HSS
continuum of care: advanced burn management; optometry and ophthalmology; pediatric,
obgtetric and gynecol ogicd ; dental and preventive medicine; veterinary services, interna medicine
and cardiology; eyesurgery, maxillofacial surgery, and neurosurgery; intensive/critical carebeds
and nursing; blood banking service; pathology; infectious disease; medical nutrition therapy;
menta health; occupationa heath; medical logistics; and other medical specidties.

9. Definitive Capability

a Definitive carecapability isrendered to conclusively manage apatient’sconditionandis
usudly delivered from or at facilitiesin the homeland but may be delivered in facilities outside
the homeland. For the Service member this care capability normally leads to rehabilitation,
return to duty, or discharge from the armed forces. It includes the full range of preventive,
curative, acute, convalescent, restorative, and rehabilitative medical care. And it extendsto the
families of members of the armed forces and Service retirees.

b. Because this definitive care capability usualy resides outside the operational area, the
most advanced health care can be made available and accessible to the patient — in terms of
mutually supporting resources. medica personnel, materie, facilities, andinformation. Definitive
careincludesall the capabilitiesembedded inthe HSS, plusextraordinary preventive, restorative,
and rehabilitative capabilities not existent in lesser capabilities of care. These additional
capabilities give patients the maximum opportunity to enhance and sustain their performance,
whether in recovery and rehabilitation, back on military duty, or asacivilian, medicaly retired
or discharged.
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10. En Route Capability

a The purpose of an en route capability is the continuation of care during movement
(evacuation) within the HSS continuum of care without clinically compromising the patient’s
condition. PM involvestransitory medica care, patient holding, and staging capabilities during
transport from the Site of injury or onset of disease, through successive capabilities of medica
care, toamedicd treatment facility that can meet the needs of the patient. Each Service component
has an organic PM capability for evacuation from point of injury to initial treatment at a health
care facility.

b. En route capability can take three forms. Casudty evacuation (CASEVAC) involves
the unregulated movement of casualtiesaboard ships, land vehicles, or aircraft. Medica evacuation
(MEDEVAC) refersto dedicated medica evacuation platforms staffed and equipped to provide
en route medical care usng predesignated tactica or logistic aircraft, boats, ships, and other
watercraft temporarily equipped and staffed with medica attendants (MAS) for en route care.
Aeromedical evacuation (AE) specificaly refersto United StatesAir Force (USAF) fixed wing
movement of regulated casualties, usng organic and/or contracted mobility airframes, with AE
aircrew trained explicitly for thismission.

c. Today’'sletha battlefield, the reduced medical footprint forward, and the “ evacuate and
replace” philosophy, place a high demand on the en route care capabilities of all Services.
Consequently, PM capabiilitiesareeven morecritical thanin the past and Service medica elements

SIS T N e S

Medics from the 86th Combat Support Hospital, Camp Udairi, Kuwait, offload an
injured patient transported by helicopter from a forward surgical team.

-6 JP 4-02



Health Service Support

must integrate with lift operations, as well as with the associated capabilities of our Nation's
alies and codlition partners.

11. Authorities and Responsibilities

a Under the authority of the Under Secretary of Defensefor Personnd and Readiness
(USD[P&R]), the Assistant Secretary of Defense for Health Affairs (ASD[HA]), as the
principa staff advisor for Department of Defense (DOD) hedlth policies, programs, and activities,
isresponsible for HSS policy and:

(1) Programsfor and resourcesmedical and occupationa health aspectsof HSSwithin
overal Defense Health Program priorities.

(2) Oversees and evaluates the effectiveness of implementation of policy and its
implementing instructions.

(3) Recommendschangesand/or revisonsto policy and issuesingtructionsasnecessary.

(4) Monitors HSS implementation and ensures that quaity assurance/quality control
programs are in place.

b. TheAssstant Secretary of Defensefor ReserveAffairsmonitorsHSS policiesfor the
Ready Reserve and ensuresthat they are consi stent with HSS policies established for the Active

Component.
c. TheUnder Secretary of Defense for Acquisgtion, Technology, and L ogistics:

(1) Ensures HSS congderations are included in logistics and acquisition programs,
environmenta programs, Fire and Emergency Service, and Pest Management Board programs.

(2) Provides policy, oversight, and advocacy for environmental health, safety, and
occupationa health programs and activities, and coordinates those activities that relate to HSS
with theASD(HA).

d. TheAssstant tothe Secretary of Defensefor Nuclear and Chemical and Biological
Defense Programsimplementspolicy and program oversight and direction for nuclear, chemicd,
and biologica defense programs having an impact on HSS.

e. TheUnder Secretary of Defensefor I ntelligencedirectsthat the Director of the Defense
Intelligence Agency, the Serviceintelligence agencies, and theArmed ForcesMedica Intelligence
Center (AFMIC), provide operational intelligence, medica intelligence, and other information
for use in assessing hedlth threats at the strategic and operational levels.
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f. TheAssstant Secretary of Defensefor Networ ksand I nfor mation I ntegr ation/Chief
I nfor mation Officer ensuresthe HSS community hasan effective communicationssystemfromthe
drategictothetacticd levelsto support HSSactivities.

0. TheSecretariesof theMilitary Departments:

(1) Implement policy and follow implementing ingtructions, and report metrics in
accordance with (1AW) requirements established by the ASD(HA).

(2) Program resourcesand develop doctrine, organization, training, materid, leadership,
education, personndl, and facilities to implement HSS policy.

(3) Implement effective quality assurance and quality control systems to ensure
compliance with HSS policy.

(4) Evauate and recommend changes or improvements to the HSS program.

(5) Promote hedlthy lifestyles, optimize safety and hedth of working conditions,
facilitate access to hedth care, and conduct periodic heath assessments.

(6) Monitor the physical and menta or emotiona hedlth of personnd; identify and

mitigate the threats, stressors, and other risks to the health and safety of personndl; and ensure
the availability and use of countermeasures.

(7) Ensure deploying personnel are medically ready for worldwide duty AW all
applicable medica standards of fitness.

(8) Provideappropriate medica support, training, equipment, and suppliestoimplement
these policies.

(9) Inform personnd of hedth threats and countermeasures based upon the situations
encountered.

(10) Document and report workplaceinjuries, illnesses, andincidents, and occupationa
and environmental hazards and exposures.

h. The Chairman of the Joint Chiefs of Saff (CJCYS):

(1) AssessesHSS and FHP as part of the overall force planning function of any force
deployment decision. Periodically reassess the HSS posture of deployed forces.

(2) Monitors policy implementation and follow implementing instructions during
military operations.
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(3) Developsjoint HSSdoctrineandjoint functiona capabilitiesrequired to meet HSS
chdlenges

i. The Joint Saff Surgeon heads the Health Service Support Division within the Joint
Staff Logistics Directorate (J-4) and through the CJCS:

(1) Assesses FHP aspart of the HSS and FHP overall force planning function of any
force deployment decision.

(2) Reassesses HSS and FHP posture of deployed forces.

(3) Reviews combatant commanders (CCDRS)) joint plans, deployment orders, and
other relevant documents for HSS and FHP considerations.

(4) Monitors HSS and FHP implementing instructions during military operations.
(5) Leadsthe development of joint HSS doctrine
J. The CCDRs, through the CICS:

(1) Have overdl responsihility for HSS and FHP for forces assigned or attached to
their command.

(2) Establish HSS and FHP policies and programs for the protection of al forces
assigned or attached to their command.

k. Appointed joint force surgeon (JFS) for each combatant command, subunified
command, andjoint task force (JTF) isamember of thejoint force commander’s(JFC's) persona
staff, and reports directly to the JFC. The JFS.

(1) Coordinates HSS and FHP matters.

(2) Deploys hedth surveillance.

(3) Collaborates on joint planning between combatant commands, Services, DOD
agencies, nongovernment organizations (NGOs), and host nation (HN) and allied participants
asrequired.

(4) Promotes standardization and interoperability.

(5) Developsthe HSS plan and HSS portion of the course of action (COA) andysis.

(6) Reviews subordinate plans and operations.
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(7) CoordinatesPM through the established joint patient movement requirements center
(JPMRC).

(8) Providesreachback support to components.
(9) Adviseson HSS and FHP operations and planning to include:

(& Medicd care and treatment.

(b) Forward resuscitative surgery.

(©) PM (toinclude en route care).

(d) Hospitdization.

(e) Dental services.

(f) Preventive medicine (to include protection of the force from natural,
environmental, occupational, operational, industrial, and chemical, biological, radiologica, and
nuclear (CBRN) warfare hedlth threats).

(9) Medicd intelligence preparation of the operationa environment (MI1POE).

(h) Veterinary services.

(i) Combat and operationa stress control and mental health care services.

() Hedth servicelogistic support (HSLYS).

(k) Medical laboratory services.

() Blood collection and distribution services.

(m) Command and control (C2).

(10) CollectsHSSand FHPlessonslearned datathat provide changerecommendations
to current plans and policy.

(12) Implements programs and processes that promote and sustain a hedlthy and fit
force, prevent injury and illness, protect the force from health hazards, and deliver responsive
HSS to the deployed force.

(12) Assesses component commands HSS and FHP requirements and capabilities
and has the responsibility to:
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(8 Advisethe CCDR ondl thester FHP operations (toincludethe establishment of
minimum FHPrequirementsfor thethester).

(b) Monitor care provided to the joint force, civilian population and other
beneficiaries, and coordinate HSS with Service providers and lead agents (LAS) as needed.

() Assst the CCDR in formulating a recommended theater PM policy within
the theater.

(d) Assist component commandsin identifying HSS and FHP requirements and
coordinate cross-Service support, where practical.

(e) Advisethe JFC concerning the following:

1. The hedth of the command as reflected by disease and non battle injury
(DNBI)/battleinjury (BI) rates and other medical factorsthat could affect operations, toinclude
medical health threat identification (ID) and protective measuresfor hedlth thrests, their ID and
associated countermeasures.

2. Rest, rotation, and reconstitution policies and procedures.
3. Prevention and protection measures and procedures, including
immunizations, field sanitation and hygiene, veterinary services support, prophylactic

countermeasures, and other risk management procedures.

4. HSS operations during the joint reception, staging, onward movement,
and integration (JRSOI) phase of the joint force deployment process.

(13) Informsthe CCDR concerning thestatusof and assistancerequired by and provided
to the civilian populace, DOD civilian employees, DOD contract personnel, detainees, NGOs,
and intergovernmental organizations (IGOs).

(14) CoordinatesHSS provided to or received from dlies, codlitions, HN military, or
other friendly nations.

(15) Supervisestheactivitiesof thejoint blood program office (JBPO) and coordinate
support from the Armed Services Blood Program Office (ASBPO).

(16) Obtains Service specific casualty rates, including DNBI/BI rates, to model HSS
force structure and casualty flow for the joint operation.

(17) Condderssupport for medicd civil-military operations(MCMO).

(18) Inconjunctionwiththestaff judge advocate (SJA), providesthe JFC with medical
rules of engagement protocols recommendations.
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(19) Inconjunctionwith the combatant command SJA, providesadviceand guidanceto
component surgeonsand JTFson the devel opment of policiesand proceduresfor detainee medica
cae.

(20) Edtablish ajoint theater formulary.
(21) Establish atheater policy for medical materiel standardization.

|. TheDefenseL ogisticsAgency (DL A) isdesignated the DOD ExecutiveAgent (EA) for
medical materiel for the DOD pursuant to Department of Defense Directive (DODD) 5101.9.
Asthe EA, the DLA will bethe single DOD point of contact (POC) to:

(1) Synchronize planning and execution of end-to-end medical supply chainactivities.
(2) ImprovetheID and coordination of contingency medical materiel requirements.

(3) Provide financia resources necessary to achieve materiel readiness and end-to-
end supply chain operation.

(4) Edtablishacquisition programsnecessary to ensure availability of medical materiel
to meet combatant command requirements.

(5) Establish, monitor, and report on medical supply chain performance.

(6) Coordinate medica materidl requirementsand national-level acquisition programs
with other federal agencies, including the Department of VeteransAffairs, Department of Health
and Human Services, the Department of Homeland Security (DHS), and Federa Emergency
Management Agency (FEMA).

m. TheDefense M edical Sandar dization Board (DM SB), under thedirection, authority
and control of the Secretary of Defense (SecDef), with policy guidance from the Office of the
Assgtant Secretary of Defensefor Hedlth Affairs, serves asan executive-level body responsible
for enhancing Service medica department cooperation, interoperability, and operationd flexibility,
while promoting efficient HSS. The DM SB isthefocal point for medica standardization within
DOD.

(1) Includestheclinician-drivenjoint selection and standardization of medical materiel
in support of the highest possible in-theater essentia patient care during theinitial two months
of an armed conflict.

(2) Ensuresthe Services select medical materid for joint core assemblages enabling
maximum commonality, compatibility and interchangeability across the Services.

(3) Promotes peacetime use of the same medical materiel and equipment that joint
clinicians have already chosen for wartime, with the goa of enabling medical material
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compatibility todl Servicesinwartimethat iscongent aspossblewiththe Services' peacetimemedica
meterid.

(4) Guidesjoint servicesubject matter expert (SVIE) pandsinthe processof developing
and maintaining jointly recommended medical materiel, grouped in medical materiel sets, for
in-theater medica care.

(5) Recommends, as needed, standardization actions as well as exceptions to
standardized solutions to the ASD(HA).

(6) Providesclinica and technical expertisein support of the procurement process by
recommending strategiesand servicesbest ableto satisfy the uniquerequirementsof theindividual
Services.

(7) Serves as the clinical focal point and agency responsible for medical materiel
quality assurance iSsues.

(8) Provides current clinical advice to combatant commands during contingency
operations on the alocation and priorities of critical medica materiel assets, with input from
specidty leaders/consultants of the Services, other federa agencies, and the industria base.

(9) Participates as an advisor at Service in-process reviews of medical materiel
development programs, including milestone decision reviews, to promote joint requirements
and ensure appropriate standardization of medical materiel and supporting clinical policiesand
procedures before trangtion of an item to its procurement phase.

(10) Orchestrates joint operationa testing and evauation of commercialy available
medical equipment and materidl.

(11) Managesthe DOD/Food and Drug Administration’s(FDA's) Shelf-Life Extension
Program for strategically important pharmaceuticals.

n. TheUnited SatesTransportation Command (USTRANSCOM) istheDOD’ssingle
manager for policy and standardization of proceduresand information support systemsfor global
PM.

(1) Reviews and advises on al CCDR'’s planning requirements for PM and patient
movement items (PMIs).

(2) Establishes Global Patient Movement Joint Advisory Board to identify, review,
and direct corrective actions for PM, PMIs, and the supporting automated information systems
across Service boundaries.

(3) Isthe program manager for PMI system.
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CHAPTER 11
JOINT TASK FORCE SURGEON’'S OFFICE

“A soldier’s health must come before economy or any other consideration.”
Napoleon |

1. Introduction

a Toassst JFC'sat each level in supervising their FHPresponsibilities, aJFSis normally
appointed for each combatant command, subunified command, and JTF. Asthe principal advisor
to the JFC for HSS and FHP, the JFS normally reports directly to the JFC as a member of the
persona staff (see Figurell-1).

b. Thischapter however, will focuson the JTF level and addresstheformation of anotional
JTF surgeon’s office.

2. Joint Task Force Surgeon’s Office

a. The JTF surgeon’s office coordinates HSS and FHP matters for the JTF, under the
leadership and guidance of the joint task force surgeon (JTFS). The JTFS's staff should be
reasonably balanced in experience and rank among the Services concerned, and should be of
sufficient size to effectively accomplish the following tasks:

(1) Joint coordination of HSS and FHP initiatives.

(2) Deployment hedlth surveillance.

(3) HSS and FHP operations that sustains collaborative joint planning between
combatant commands, Services, DOD agencies, NGOs, IGOs, and HN and alied participants
asrequired.

(4) Standardization and interoperability of medical capabilities and materiel.

(5) Development of the HSS plan and COA analyss.

(6) Review of subordinate plans and operations.

(7) Joint coordination of intratheater PM.

(8) Reachback support.

(9) HSS planning and FHP operationsto include:

(& Medica care and treatment.
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TYPICAL JOINT TASK FORCE STAFF ORGANIZATION

| JOINT BLOOD
PROGRAM OFFICE

SURGEON JOINT PATIENT
JOINT INFORMATION PUBLIC MOVEMENT
BUREAU AFFAIRS PROVOST REQUIREMENTS
MARSHAL CENTER
COMPTROLLER STAFF JUDGE JOINT MEDICAL
ADVOCATE OPERATIONS

CHAPLAIN INSPECTOR CENTER
GENERAL

JOINT NETWORK JOINT PERSONNEL
OPERATIONS J-6 J-1 RECEPTION CENTER

CONTROL CENTER
JOINT INTELLIGENCE
SUPPORT ELEMENT

JOINT DOCUMENT
JOINT PLANNING Chief EXPLOITATION CENTER

GROUP of Staff | JOINT INTERROGATION
& DEBRIEFING CENTER

NATIONAL INTELLIGENCE
SUPPORT TEAM

JOINT CAPTURED
MATERIAL
EXPLOITATION CENTER

JOINT VISITORS
J-4 BUREAU

*JOINT PERSONNEL
LOGISTICS
READINESS CENTER Al AR S A
RULES OF
CENTER * This functionality may be ENEAGEVENIREERE
assigned to a subordinate JOINT OPERATIONS
SUBAREA commander. CENTER
PETROLEUM OFFICE
INFORMATION
‘ CONTRACTING OFFICE OPERATIONS CELL

JOINT FACILITIES *CIVIL-MILITARY
UTILIZATION BOARD OPERATIONS CENTER

JOINT MORTUARY *JOINT TARGETING
AFFAIRS OFFICE COORDINATION BOARD

% JOINT FIRES ELEMENT
. CJTF Determines

CJTF commander, joint task force J-3 operations directorate of a joint staff

DCJTF deputy commander, joint task force J-4 logistics directorate of a joint staff

J-1 manpower and personnel directorate of a joint staff J-5 plans directorate of a joint staff

J-2X  joint force intelligence directorate counterintelligence J-6 communications system directorate of
and human intelligence staff element a joint staff

J-2 Intelligence directorate of a joint staff

Figure II-1. Typical Joint Task Force Staff Organization

(b) FRC capabilities.

(©) PM (toinclude en route care).
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(d) Hospitdization (to include theater hospitalization capabilities).
(e) Denta services.

(f) Preventivemedicine (toincludeforce hedlth protection against environmentd,
occupational, industria, and operationa health risk).

(g) MIPOE.

(h) Veterinary services.

(i) Combat and operationa stress control and mental health care services.
() Hedth servicelogistic support.

(k) Medical laboratory services.

() Blood and blood product support.

(m) Communications system support.

(n) Hedth risk communications.

(o) Returntoduty (RTD).

(p) Host-nation support (HNS) and/or United States Government (USG) agency
support.

(q) HSSfor other than USforces.

(10) The collection of FHP lessons |learned data that provides operational
documentation that result in recommendations for change to current plans and policy.

(11) Theimplementation of programsand processesthat promote and sustain ahedlthy
andfitforce, preventinjury andillness, protect theforcefrom hedth thrests, and ddliver reponsive
health service support to the deployed force.

b. Working with the geographic combatant command surgeon, the JTFS assesses JTFHSS
and FHP requirements and capabilities (both quantitatively and qualitatively), and provides
recommendations to the commander, JTF (CJTF). The JTFS is normaly a senior medical
department officer from the Army, Navy, or Air Force. It is recommended they complete the
JTF senior medical leader seminar. The responsibilities of the JTFS are smilar to those of the
geographic combatant command surgeon. The JTFS should:
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(1) Expect to receive broad guidance and a general concept of medica operations
from the geographic combatant command surgeon.

(2) Determine JTFS soffice requirements, establishing and organizing the office, and
preparing to deploy the section to conduct continuous (24 hour) operations.

(3) Assist CJTF with establishing specific JTF medica readiness requirements to
include pre-deployment and FHP requirements; any requisite individua medicd training to
include safety, first aid, sanitation, health threats, and health protection measuresincluding those
related to chemical, biological, radiological, nuclear, and high-yield explosives (CBRNE) and
environmental and/or industria threats; and contingency contractors deploying with theforcein
thejoint operations area (JOA).

(4) Advisethe CJTF concerning the following:

(8 The hedth of the joint force such as DNBI/BI rates and other hedlth factors
that could affect JTF operations to include medical threat |1D and protective measures.

(b) HSS and FHP aspects of joint operations.

(c) Red, rotation, and recongtitution policies and procedures within the JOA.

(d) Preventionand protection measuresand procedures, including immunizations,
field sanitation and hygiene, veterinary services support, prophylactic countermeasures, and

other risk management procedures.

(e) Hedth survelllance, including medical and occupationa and environmental
health surveillance.

(f) FHPoperationsduring the JRSOI phase of thejoint force deployment process.

(9) Thetreatment and evacuation of USand multinational forces(MNFs) personnd
within the JOA.

(5) Egablishprioritiesfor actionswithin the JTFS s staff and identify HSSissuesthat
are sgnificant information reporting requirements.

(6) Determine requirements to establish, as a minimum an areajoint blood program
office (AJBPO) and aJPMRC. If aJPMRC isnot established to provide management for both
regulating and patient evacuation, direct liaison must be established with the theater patient
movement requirements center (TPMRC) or the Global Patient M ovement Requirements Center
(GPMRC) and Service PM components.

(7) Ensurethat JTF HSS and FHP planning:
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(a) ldentifies and provides appropriate HSS resources and infrastructure that
supports the CITF' s concept of operations (CONOPS) at the operationa and tactical levels.

(b) Providesthe CJTF ahedthy andfit force, prevent casualties, and manage and
effectively care for casuaties and the total delivery of responsive HSS to the deployed force.

(c) Provides essential care of the injured and ill in the JOA and their rapid
evacuation to definitive medicd care.

(d) Providesfor prescription refills of maintenance medications within the JOA.

(e) ldentifiesjoint deficiencies and risks, and developsjoint alternative COAsto
address shortfalls.

(f) Conducts HSS operations in a uniform manner that promotes collaborative
planning between JTF components, DOD and other USG agencies, and appropriate NGOs and
IGOs, HN and allied participants, and builds on collaborative strengths.

(g) Congdersasfunctiona HSScategoriesfor JTF planning: PM, blood program,
hospitalization, FRC capabilities, HSS for other than US forces, RTD, medical logistics, FHPR,
and preventive medicine, denta services, veterinary services, combat and operational stress
control, medical communications system and intelligence, and HNS or other US Federa agency

support.

(h) Congderssupportfor MCMO.

(8) Ensure membership and required medical liaison relationshipsto appropriate JTF
boards, centers, cdlls, groups, and teams.

(9) In conjunction with the JTF SJA, provide the CJTF with medical engagement
protocol recommendations.

(10) Assst component commandsinidentifying HSSand FHPrequirementsand assign
cross-Service support where practical; conduct liaison with each component surgeon to ensure
HSS and FHP support is provided and maintained.

(11) Establish the JTF operationa area FHP, HSS and PM plan, and ensure efficient
and effective interface of the theater and strategic AE systems through the IPMRC.

(12) Monitor medicd regulatingand PM activitiesof the JPM RC and ensure procedures
areestablished to provide patient in-transit visibility information to the manpower and personnel
directorate of ajoint staff (J-1).

(13) Assist the CJTF in formulating a recommended PM policy within the JOA and
monitor evacuation requirements.
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(14) Evduateand characterizetheoccupationd and environmentd hedththreatsin JOA and
make recommendationsfor countermeasuresto control or reduce occupationa and environmental
hedlth, and safety threatsthat may impact personne hedth or missonobjectives.

(15) Advisethe CJTF on the medicd analysis of the COAs and the medical estimate
based on the integration of all health and safety risk assessments.

(16) Integrate hedthriskswith other operationd risksusing risk management principles
to reduce the impact on JTF missions and personnel during joint operations.

(17) Communicate risks on hedth and safety including protective countermeasures
and other topics such as use of chemoprophylaxes, sanitation, and first aid to JTF personnel in
the JOA (toincludeal military personnel, essential DOD civilian, and contractor personnel who
directly support deployed forces).

(18) Establish HSS and FHP procedures for operations in a CBRN environment to
include recommending the theater PM policy of contaminated patients.

(19) ProvideMIPOEtotheJTFintelligencedirectorate of ajoint staff (J-2) for incluson
inthejoint intelligence preparation of the operational environment (JIPOE).

(20) Provide preventive medicine support and information on cultural issues relevant
tointeractionswith HN medica systems; and participatein the selection of bed-down locations.

(21) Provide guidance for development of medical annexes to joint plans, HSS
estimates, and patient estimates based on casuaty planning factors.

(22) Coordinate with all other medical support activitiesin the JOA that may play a
role in the mission to ensure unity of effort. These may include NGOs, IGOs, multinational
medical units, HN medical assets, and other USG agencies and activitiesinterest in the public
hedlth sector.

(23) Coordinate all FHP and deployment health surveillance and readiness pre-
deployment, deployment, employment, and redeployment activities and tasks.

(24) Beawareof the presence of specia operationsforces (SOF) within the JOA and
provide HSS and FHP asrequired.

(25) Ensure appropriate medical care is provided for civilians, contractors, allied
military personnel, and detainees per mission requirements, established medical engagement
protocols, DOD poalicy, contractua obligations, or applicable national agreements.

(26) Plan for providing support in the prevention and treatment of stress.

(27) Monitor mass casudty (MASCAL) plansfor the JOA.
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(28) Planfor support to personnel recovery operations.

(29) Coordinatedisaster relief/humanitarian ass stance (HA) augmentation, and provide
HSS support to civil affairs (CA) forces as required.

(30) Recommend the task organization of HSS units to satisfy all JTF mission
requirements; and monitor the availability of, and recommend the reassignment and utilization
of HSS assetsin the JOA.

(31) Determine, in conjunction with the JTF SJA and the chain of command, the
eligibility for medical carein JTF medical treatment facilities (MTFs).

(32) Maintain situational awareness by coordinating HSS information with the
geographic combatant command surgeon, component surgeons, JTF HSS units, dlied and
coalition surgeons, and other agency medical support personnel as required.

(33) Coordinate HSS consultation services for the JTF to include telemedicine as
required.

(34) Evauate and interpret medical statistical data.

(35) Recommend policies, and determinerequirementsand prioritiesfor HSSlogistics
to include blood and blood products, medica supply and resupply, and medica equipment
maintenance and repair services.

(36) Ensurethat medica records are established and maintained on patients that are
treated at JTF MTFs.

(37) Ensure adenta capability is established as required by the mission.
(38) Ensure apharmacy capability is established as required by the mission.

(39) Ensure a viable veterinary program is established as required by mission
requirements.

(40) Ensureamedical laboratory capability isestablished for the ID and confirmation
of the use of suspect biologica and chemica weapons agents againgt JTF forces asrequired by
mission requirements.

(41) Ensureindividua informed consent is established prior to the administration of
investigational new drugs used as a countermeasure for endemic diseases in the JOA or to
protect JTF forces against possible CBRN wegpons.
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(42) Ensurecommunicationsequipment competibility, sandardization of radiofrequencies,
reportsformats, trestment protocols and requirementsfor equipment withdlied, codition, and multinationd
HSSunits, and other USG agencieswhen gppropriate.

(43) Ensurethedevelopment and distribution of astandardized operationa and medical
terminology reference guide to facilitate the synchronization of HSS efforts, and minimize
misinterpretation with multinational HSS units.

(44) Promote and improve the hedth of the joint force through programs on injury
prevention, dental health, good nutrition, tobacco use prevention and cessation, physical fitness
and weight control, responsi ble sexual behavior, stressmanagement, suicide prevention, a cohol
and drug abuse prevention, and other hedlth initiatives.

(45) Capture and apply operationa and medical |essons learned.

(46) Attend CJITFand chief of staff (COS) director’splanning meetingsand briefings,
asrequired.

(47) Ensurethat the appropriate functionsof HSS and FHP areintegrated into the JTF
battle rhythm.

(48) Ensure that medica modeling and smulation tools are used to tailor medical
force structure to tactical missions during the deployment when available, and employ software
to maintain amedical common operational picture (COP) as an overlay to the warfighter COP.

(49) Inconjunctionwiththe JTF operationsdirectorate (J-3) and J-4, ensurethat HSS,
either as a responsibility of the contractor or the CJTF is fully delineated in operation plans
(OPLANS), operation orders (OPORDs), and contracts to assure appropriate medica staffing
for contractors deploying with the force (CDF) in the JOA.

(50) Establish a theater health surveillance capability to monitor disease and
environmental hazards, carry out significant event epidemiologica investigations, coordinate
activitiesof in-theater [aboratory and support assets, provide related-support to units, assist with
documenting in medical recordsenvironmental and occupationa monitoring resultsand exposure
diagnoses, and communicating health risks.

(51) InconjunctionwiththeJTF SJA and geographic combatant command JFS, develop
JTF policies and procedures for detainee medical careto include:

(8 Ensuring that the medica annex of OPLANS, OPORDs, and contingency
plansincludes proceduresfor the treatment of all detainees. Medical support should specifically
include: emergency and essential care that provides for restoration of functional health and al
sanitary aspects of food service including provisions for potable water, pest management, and
entomological support, preventive medicine (to includeimmunizationsasdirected and established
by applicable policies), professional medical services and medical supply; reviewing,
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recommending, and coordinating the useand ass gnment of medicaly trained detaineesand medical
meaterid; and establishing policy for themedica repatriation of detainees.

(b) Tasking subordinate MTFs/units to support detainee operations and provide
medical care that focuses upon emergency surgery and essential postoperative management to
prevent probable death or loss of limb or body functions, essential care that provides for the
restoration of functiona hedlth; higher medica careasrequired (including dental and optometry);
isolation areas (for contagious disease) if necessary, and routine sick call at the JTF strategic
detention facility.

(c) Ensuring that the appropriate hedlth care providers are available to address
the hedlth care needs of female detainees.

(d) Ensuring the provision of separate hygiene facilities and supplies in any
facilities in which femal e detainees are accommodated.

(e) Ensuringtheprovisonfor aninitid medica screening of detaineesthat includes
an examination and documentation of the detainee' sphysica condition uponinitiation of detention,
and theexamining of detaineesfor contagious diseases (to include chest radiograph and tuberculin
skin test).

(f) Ensuringthat medica screening of detaineesisconducted monthly, to monitor
thegenera stateof hedlth, nutrition and cleanliness of detainees, and to detect contagious diseases.
Monthly screenings should include documentation of the weight of each detainee.

(g9) Ensuring that preventive medicine inspections are conducted at the JTF
detention facility.

(h) Ensuring the establishment of a medica record for each detainee and that
copies of that record shall accompany the detainee whenever they are transferred to another
facility or released.

(i) Recommending to the CJTF animmunization policy for detainees as dictated
by disease hedlth threat.

() Ensuringthat detaineerepatriation and release proceduresincludeafull physical
prior to release or transfer, instructions for the use of prescribed medications, a supply of
medications, and that al appropriate medica and dental records accompany the detainee.

(k) Ensuring that health care providers charged with any form of assistance with
the detainee interrogation process, to include interpretation of medica recordsand information,
are prohibited from any aspect of detainee hedlth care.

(I) Developing plansfor prisoners on a hunger strike or who refuse treatment.
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(m) Ensuring that detaineesevacuated toaJTFMTFfor trestment isescorted by an
amed guard asdesgnated by the CJTF. Theguard must remainwiththepatient whileintheMEDEVAC
andtreatment chain.

(n) Ensuring that experimenta research is not conducted on detainees.

(o) Ensuring that physical security is provided by nonmedical personnel as
designated by the CJTF.

(p) Establishing proceduresto obtainsigned permissionfor dl surgical or invasive
procedures performed on detainees.

3. Organizing the Joint Task Force Surgeon’s Office

a TheJTFSsoffice must be adequatdly staffed and task organized to support the mission
of the JTF and possess the requisite expertise to effectively manage the functiona areas shown
inFigurell-2. Some considerationsfor determining the functions required by the staff include:

FUNCTIONAL AREAS

Joint Task Force
Surgeon

Administrative Deputy Joint Task
Services Force Surgeon

Plans and Health Medical
Operations Services Logistics

Blood Program
and J-4 Medical

Patient Medical Services
Movement

| Liaison Cell

Veterinary
Services

Control

Liaison Liaison Officers Bl

J-4 logistics directorate of a joint staff

Figure II-2. Functional Areas
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(1) Themissonof theJTF,
(2) HSSforcesassigned.
(3) Theamount of time required to plan and form the staff.
(4) Theanticipated health threat (including CBRN exposures).
(5) Specidistsrequired.
(6) Size of the workspace (on aship, in tents, in abuilding).
(7) Environmental factors (tropical, mountainous, desert, artic).
(8) HN/multinational support.
b. Some of the positions the JTFS may require to staff the JTFS's office are provided

below. Some of the functions of these positions can be combined as necessary and appropriéte.
Typica staff postionsinclude:

(1) Deputy surgeon.
(2) Medicd operations officer.

(3) Senior medical operations noncommissioned officer (NCO)/chief petty officer
(CPO).

(4) Medicd plans officer.
(5 Environmental science officer (ESO)/environmental health officer (EHO).

(6) Industrial hygiene officer (IHO)/bioenvironmental engineer (BEE)/sanitary
engineser.

(7) Medicdl intelligence officer.

(8) Areajoint blood program officer.

(9) PM (evacuation) officer.

(10) Medica logitics officer.

(11) Preventive medicine officer/public health officer/public hedth nurse.

(12) Veterinary services officer.
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(13) Liasonofficers(LNOs) (toincludemultinationd liaison, IGO/NGO LNOs, andHN
LNOs).

(14) Internationa hedlth officer.
(15) Adminigrative staff.
c. TheJTFSsoffice may be organized in many different ways. One exampleisshownin

Figure 11-3 and is used for illustrative purposes only. The mission of the functiona areas and
duties of the staff include:

NOTIONAL JOINT TASK FORCE
SURGEON'’S OFFICE ORGANIZATION

Surgeon

Administrative
Staff

eAdministrative NCO/

Petty Officer
I *Clerk/Typist

Deputy Surgeon

[ I I |

Medical Health
Logistics Services

Plans and

Operations ——

*Plans
eOperations
Pt Mvmnt Ofcr’

eMed Log Officer
eBlood Officer’
¢J-4 Medical LNO

*|[HO/BEE/sntry eng
sVet svcs officer
*Prev med officer*

eHost Nation
*IGO/NGO
esMultinational

Forces
eInt health Officer

Ipub health officer /
pub health nurse

*ESO’EHO

oSr Medical NCO/CPO

oClerk/typist/Admin
Tech

LEGEND

bioenv eng officer = Mvmnt movement

chief petty officer NCO noncommissioned
environmental officer

health officer nongovernmental
engineer organization
environmental officer

science officer preventive
industrial hygiene patient

officer science
intergovernmental sanitary
organization senior

liaison officer services

logistics veterinary
medical

NOTES:

1. Responsible for Joint Patient
Movement Requirements Center planning
and operations.

2. Also serves as medical intelligence
officer.

3. Responsible for Joint Blood Program
Office planning and operations.

4. Medical corps officer.

Figure I1-3. Notional Joint Task Force Surgeon’s Office Organization
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(1) Thedeputy joint task forcesurgeon (DJTFS)isnormaly asenior medica planner
fromtheArmy, Navy, or Air Force. Itisrecommended they completethejoint medica planner’s
course and the JTF senior medical leader seminar. Therole of the DIJTFSis often seen asone of
filling in the “gaps’ when the staff requires specific detalled guidance, facilitating JTFS's staff
actionsthat support the CITF, serving asthe JTFSin the absence of theincumbent, and providing
and reinforcing the JTFS's guidance and intent. Specific responsibilities of the DJTFS may
include:

(8 Assisting the JTFS with:
1. Determining office manning, equipment, and transportation requirements.

2. Developing guidelines for types of medical supplies needed, supply
procedures, stockage levels, sizes and location of medical supply installations, and medical
equipment maintenance support.

3. Assigning responsibilities to individual sections or individuals as
appropriate, to include the assignment of liaisonsto the JTF J-4, civil-military operations center
(CMOC) asrequired, joint civil-military coordination board asrequired, humanitarian assistance
survey team (HAST) asrequired; joint interagency coordination group and membership duties
to the joint planning group (JPG) and other JTF organizations as required.

4. Maintaining oversight on the implementation of JTFS's policies/
procedures.

5. Supervising augmentation medical teams, as required.
6. Ensuring that the appropriate training is conducted for JTFS's staff .

7. Maintainingamaster policy fileand monitoring the JTFS soffice standard
operating procedures (SOP).

8. Monitoring JTFS's staff actions and functions to ensure compliance of
assigned taskings (to include common administrative tasks).

(b) Supervising the plans and operations section of the JTFS's office and the
development of HSS and FHP plans.

(c) Keepingthe JTFSinformed on the statusof HSS and FHP throughout the JTF
by monitoring the status of patient beds, evacuation requirements, joint blood program, medical
logistics, veterinary support and food safety service programs, dental services, and deployment
health surveillance and preventive medicine programs.

(d) Forming, organizing, and supervising gppropriate JTFS medica boards, offices,
and cellsasrequired.
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(&) Supervisngthedeve opment of Annex Q, “Medicd Services,” of theOPLAN.
(f) Compiling reports reflecting the overall medica readiness of the JTF.

(g) Performing JTFS duties when directed.

(h) Establishing the JTFS's gtaff daily operations cycle or “battle rhythm.”

(i) Coordinating and managing the JTFS's office daily battle update assessment
meeting.

() Coordinating with the JTF COS to ensure that the appropriate functions of
HSS and FHP are integrated into the JTF battle rhythm.

(k) Serving as chief, joint medical operations center (JIMOC) as required.
() Servingasmember, JPG andjoint medica working group (IMWG) asrequired.
(2) Theplansand operationssection isthefocal point for al HSS operationa matters

withinthe JTFS soffice. Itsprimary functionsareto plan and develop the HSS infrastructure to
protect the health of JTF forces, mitigate the effects of illness and injury within the JOA, and
serveasthehub for achieving HSS situationa awarenessby establishingaJMOC for information
management and the facilitation of HSS synchronization. Staffing may include medical
operations/plans officers, PM (evacuation) officer, ESO or EHO, and senior medical operations
NCO or CPO.

(8 Themedicd operations/plans officers should:

1. Develop HSS plans.

2. Ensurethat gppropriate health careisprovided for civilians, dlied/codition
military personnel, enemy prisoners of war (EPWS), and detainees, per applicable agreements.

3. Superviseintegration and use of medical augmentation teams.
4. Develop the MASCAL treatment and evacuation plan.
5. Coordinate the provision of medical intelligence to the JTE.

6. Coordinate disaster relief and foreign humanitarian assistance (FHA)
medical augmentation, as required.

7. Coordinate establishment of alayered medica communications network
among component medical units with the JTF communications system directorate (J-6), with
consideration for interoperability with multinational HSS partners.
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8. Egablishmedica communicationrequirementswiththe JTF J-6.
9. Input medical estimates into smulation models when conditions alow.

10. Planfor telemedicine support capabilities that are not currently organic
to component medical units.

11. Determine tactica and strategic information requirements and POCs,
12. Serve asamember of the JPG and IMWG as required.
13. Serveaschief or member of IMOC asrequired.

14. Be prepared to serve as amember of the advanced echelon (ADVON)
team and HAST asrequired.

15. Coordinate support requirements with the J4 and component logistic
planners as well as the HSS planners to ensure synchronization of support regquirements of
genera supply and services aswell as medica supplies.

(b) ThePM (evacuation) officer should:
1. In coordination with the GPMRC, organize and operate the PMRC.

2. Provide oversight of the JPMRC in their role of directing the medical
regulating and PM activities within the JOA, coordinate the movement of patients, and track
hospitalization in the JOA.

3. Maintainvishility of joint and multinational MTFs, TPMRC, component
commands, GPMRC, and transportation agencies to facilitate patient flow and optimum use of
hospitalization and evacuation assets.

4. Designate treatment facilities within the JOA to receive patients based
upon medical regulating report.

5. Coordinate with TPMRC/GPMRC to obtain continental United States
(CONUS) bed designations for patients who will not be returned to duty within the theater PM

policy.

6. Serve as patient administration liaison to patient administration
departments/sections of component and coalition MTFs.

7. Obtainreportsfrom component and codlition M TFsto consolidate requests
for movement of patients out of the JOA.
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8. AdvisetheJTFSonadaily bassof specidty bed availability throughout the
JOA, and on capabilitiesand limitationsof supporting PM resources.

9. Maintain a database of beds available by type within the JOA and cross
match patients to the MTF with the capability and capacity for the type of care required.

10. Assgt the JTFS with the development and dissemination of theater PM
procedures and guidance.

11. Serveasthe JIPMRC in the JOA until oneis established.

12. Inconcert with the JTF J-4 and TPMRC, devel op proceduresto transfer
patients from the US medical regulating system into the HN's MEDEVAC or hospitaization
system asrequired.

13. Monitor multinational and component MTF bed availability.

14. Maintain visbility of individua patients within the JOA from initial
hospital admission to disposition.

15. Ensure a functional USTRANSCOM Regulating and Command and
Control Evacuation System (TRACZ2EYS) for tracking patients in the evacuation system.

16. Deveop procedureswiththeJTF J-1for mutua exchangeof information.
17. Serveasamember of IMOC and MWG
(©) TheESO/EHO should:
1. Prepare preventive medicineand medica intelligence/threat estimate and
annexesof JTF OPLANS/OPORDs, ensuring that medica intelligencerequirementsareincluded

in the appropriate annexes.

2. Providethe JTFSwith recommendations on policies, force structure, and
prioritiesfor use of preventive medicine resources.

3. Plan, monitor, and supervise preventive medicine operations, to include:
a Air, water, and soil sampling strategies.
b. Waste control and management.
c. Preventionand control of DNBIs,

d. Vector control and management.
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e Didgributionand/or adminisiration of forcehed th protection prescriptive
products, chemoprophylaxis, barrier creams, andimmunizations.

f. Health surveillance to include medical and occupational and
environmental health (OEH) survelllance.

0. Food and potable water services.
4. Maintain the preventive medicine staff journal and ensure that incoming
and outgoing messages, correspondence, and significant activities are logged, and receive

preventive medicine reports, highlighting significant trends.

5. Monitor preventive medicine personnel, units, and equipment within the
JOA.

6. Maintain preventive medicineoverlay by coordinating with theforcehedth
protection section, preventive medicine detachments, and specia teams.

7. Advise the JTFS on a daily basis of preventive medicine activities
throughout the JOA.

8. Provide the JTFS with recommendations on policies regarding the
sanitation of al aspects of food service from procurement and transportation to disposal.

9. Serveasthe medicd intelligence officer.
10. Coordinate with the JTF J-2 to provide MIPOE input to the J POE.

11. Providethe JTFS and subordinate HSS units with situational awvareness
regarding the hedlth threat of exposuresto CBRN agents and OEH thresats.

12. Serve asamember of IMOC.

13. Beprepared to serve asamember of IMWG ADVON team, and HAST
asrequired.

14. Assist in the development and delivery of health risk communications
messages to Service members and commanders.

(d) The medical operations/plans NCO/CPO should:

1. Assst plansand medical operationsofficerswith collection and evaluation
of medica reports, and development and coordination of appropriate actions.

2. Establish equipment/maps for current and future operationa planning.
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3. Mantainthedaly gaff journa and ensured| incoming and outgoing messages
and correspondence, Sgnificant eventsand actionsarelogged.

4. Maintaindl plansand operationsmaps/overlays/supplies. Preparebriefing
dides asrequired.

5. Coordinate with specific Service component for medical support/
augmentation as required.

6. Serve as member of IMOC.

(3) Themedical logistic section isthe central point for HSS logistics within JTFS's
office. Itsprimary functionisto plan, devel op, and coordinatethe medical logisticinfrastructure
and support for the JTF. Staffing may include ajoint medical logistics officer (IMLO), an area
joint blood program officer, and aJJTF J-4 medical liaison officer.

(@ TheJIMLO should:

1. Prepare medica logistic estimates and the logistic portion of Annex Q to
JTF OPLANS.

2. Review and evaduate medical reportsto determinetheavailability of Class
(CL) VIII, and determineif action isrequired.

3. Develop and coordinate recommendations as necessary and present to the
JTFSfor approval.

4. Prepareand coordinate draft messages/correspondence and present to the
JTFSfor approval and release.

5. Maintain contact with each component surgeons' logistics section.

6. Assst IMOCwithlogigticsissues, and with other issues/actionsasrequired.

7. Interface with the theater lead agent for medica materid (TLAMM) and/
or the theater medical logistic management center (TMLMC) and JTF J4 medica liaison as
required.

8. Coordinate transportation for medical units, personnel, supplies, and
equipment withthe JTF 34 medicd liaison; if aJTF J-4 medical liaisonisnot available, coordinate
with the joint deployment distribution operations center (DDOC) and JTF J-4.

9. Monitor availability and operational readiness of critical CL VIII (major
end item) equipment as determined by JTFS.
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10. Assg JTFHSSunitswith maintenanceand repair of medica equipment as
required.

11. Monitor status and availability of medica CBRN equipment.

12. Serve as supply officer for the JTFS's office and acquire material/
equipment through the supply system or loca purchase as required.

13. Incoordinationwiththe ESO/EHO, medica plansand operationssection,
and JTF J-4, identify available siteswithin the JOA to set up joint treatment facilities.

14. Maintain liaison and communications with the EA and LA for medica
logistics, and the geographic combatant command medical logistics officer.

15. Incoordination with the JTF J-4, maintain alisting of foreign sources of
supply for consderationto reduce strategic lift, improvetherange of itemsavailable, and shorten
order fulfillment times; and coordinate contracts required for HN medical support.

16. Beawareof Service CL VI capabilities, limitations, tactics, techniques,
procedures, personnel, and equipment sets.

17. Implement policies and procedures for the removal of medical wastes
with the JTF J-4.

18. Identify and monitor required medica and dental suppliesand sourcing,
stockage levels, distribution, resupply, and maintenance.

19. Facilitatejoint use of hedlth care services and facilities.
20. Serve asamember of IMOC.
21. Serve asamember of the MWG

22. Review any applicable performance-based agreements (PBAS) which
effect medica logistics operations.

(b) TheJBPO should:
1. Managethejoint blood program for the JTF.
2. Coordinate, monitor, and ensure component blood programs, blood product

requirements, and capabilitieswithin the JOA aremanaged and maintained |AW FDA guiddines/
requirements.
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3. Form, organize, and operatethe AJBPO.
4. Brief the current JTF blood status as required.

5. Prepare CONOPS and thejoint blood program portion of Annex Qto JTF
plans and OPORDs.

6. Advise the JTFS regarding management, policies, and procedures for
handling blood and blood products.

7. Coordinateblood distribution for and between component Serviceswithin
the JOA.

8. Monitor JTF blood status through the daily blood report (BLDREP).

9. Establish procedures and publish instructions for disposal or destruction
of excess and outdated blood.

10. Maintainliaisonwiththeblood supply units(BSUs), blood transshipment
centers/transportabl e blood transshipment centers (BTCS/TBTCs) and the JBPO at the combatant
command surgeon’s office for reporting and coordination purposes.

11. Planthe handling, storage, and distribution of blood components within
JOA.

12. Consolidate and forward requirementsfor resupply of blood productsto
the JBPO based on JTFS's guidance.

13. Serveassingle manager for blood productsin the JOA.
14. Assessneed for AJBBPO.

15. Assist the JTFS with the development and dissemination of JOA blood
management policies, procedures, and guidance.

16. Compile area BLDREPs and forward as appropriate.
17. Beprepared to serve asamember of IMWG as required.
(©) TheJTF J4 medicd liaison should:
1. Serve as a conduit from the JTFS to the JTF J4 in support of HSS

requirementsasthey relaetologigtics, toinclude: contracting, engineering, transportation, medical
supplies, and personnel services.
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2. Represent theinterestsand requirementsof the JTFSduring JTF 34 logidticd
requirementsddiberations

3. Maintain liaison and communication with the JTF J-4.

4. Collaboratewiththe JTF J-4indefining requirementsfor medica materiel
within the JOA.

5. Coordinate and integrate CL VIII requirements into the joint operation
planning and execution processes.

6. Be aware of policies associated with PMIs, including biomedical
mai ntenance cons derations, asset accounting, exchange procedures, and other issues.

7. Beawareof Service CL VIII capahilities, limitations, tactics, techniques,
and procedures, including organization, personnel, and equipment sets.

8. Advisethe JTFS on dl CL VIII planning and Joint Operation Planning
and Execution System (JOPES) requirements.

9. Provide medical logistic support requirements input to the HSS logistics
support estimate and plan.

10. Work with the JTF J4 transportation operations officer and medical
representative in the DDOC to plan and coordinate transportation resources to support HSS
prioritiesand CONOPS.

11. Provideinput to the JTF J-4 sustainment plans officer regarding medical
sustainment requirements; ensure distinctions between critical, routine, and special handling
medications and supplies are identified and properly processed.

12. Advisethe JTFS on the conduct and execution of HSS logistics.

13. Evauate current HSS logistic operations.

14. Maintainliaisonwith IMOC, Service components, commands, activities,
and agencies supporting thejoint forceincluding the EA and LA.

15. Monitor the status/location of HSS units as they move into, within, and
out of the JOA.

16. Coordinate hedth servicelogistic activitieswith the geographic combatant
command and Service component materiel/resource managers.
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17. Maintainthorough knowledgeand underganding of JTFOPLANS OPORDSs,
and component and supporting forces concepts of operations/support.

18. Assstthe JTF J4with conducting HN/allied liaison to assess capabilities
and availability of critical HSS resources.

19. Assg the JTFS and JTF J-4 with recommending sizes and locations of
health servicelogistic organization and instal lations required, types of medica supplies needed,
supply procedures to be followed, stock levels to be maintained, and medical equipment
mai ntenance procedures.

20. Ensurethe accuracy and clarity of health service logistic status reports,
information, and statistical datafor presentation to the CJTF.

21. Plan and coordinate medica maintenance support, redeployment, and
recongtitution of assetsin theater.

22. Coordinate support of medical material from foreign sourcesand support
provided by HN and coalition partners as required.

23. Serve asamember of the MWG
24. Review any applicable PBAswhich effect medica operations.

(4) Theforce health protection section is responsible for ensuring a vigorous and
comprehensive joint force health protection program within the JTF. Its primary function isto
assist the JTFS and component surgeons with establishing policies and proceduresto deliver a
hedlthy and fit force, prevent casudties, and maintain the hedlth of the JTF while deployed.
Staffing may include an IHO/BEE sanitary engineer, veterinary servicesofficer, or public health
officer/public health nurse.

(& ThelHO/BEE should:

1. Assst JTFSinemploying risk management principlesfor managing health
risks to enhance mission effectiveness during joint operations.

2. Obtain and maintain medica intelligence and identify and assess hedlth
threats.

3. Evauate and characterize OEH threats and recommend control measures
to eliminate or reduce the risks in JOA. Ensure the completion preliminary food/water
vulnerability assessments, initid health risk assessments, and preliminary hazard assessments
for basing locations. Communicate the health risks and impact on the mission to the JTFS.
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4. Collaborate with geographic combatant command surgeon’sforce health
protection officer to assist the JTFS with establishing pre-deployment and post-deployment
guidance.

5. Using risk management principles, eva uate the health threat controlsbeing
used in the operationa environment to ensure they are adequately controlling therisks. Provide
an andysisto JTFS.

6. Providethe JTFSwith recommendations on policies, force structure, and
priorities of effort for sanitation, entomological, and sanitary engineering resources.

7. Assstthe ESO/EHOin monitoring preventive medicineand environmental
operations.

8. Providetechnical consultative support on medical issuesrelated to CBRN
casualty care, to include development of plansfor MASCAL operations.

9. Edtablish and foster liaison relationshipsto include, but not limited to: the
JTF J2, 33, AFMIC, Centers for Disease Control and Prevention (CDC), Defense Thresat
Reduction Agency, US Marine Corps Chemical Biological Incident Response Force, USArmy
Research, Development, and Engineering Command, Armed Forces Radiobiologica Indtitute,
USArmy Medical Research Ingtitute of Infectious Disease, and the USArmy Medical Research
Institute for Chemical Defense, and NGOs, 1GOs, USG agencies, civilian, and multinational
personnel as required to facilitate support to civil-military operations (CMO).

10. Collaborate with geographic combatant command surgeon’sFHPofficer
and CBRN medical expertsto providethe JTFSwith proceduresfor HSS operationsinaCBRN
environment.

11. Sarveasthe JTFS s FHP officer.

12. Communicate health risksand countermeasuresfor the JOA to deploying
personnel and to redeploying personne and their health care providers.

13. Develop occupational and environmental monitoring data summaries
and ensure that any environmental or CBRN exposures to JTF personnel are appropriately
documented in their medical records.

14. Bepreparedto serveasamember of IMOC, IMWG ADVON team, and
HAST asrequired.

15. Incorporate a deployment health surveillance plan and readiness
requirements and a theater medical surveillance capability into Annex Q.
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16. Egtablish proceduresto submit OEH survelllancedataand reportstothe JTF
andthe USArmy Center for Health Promotion and Preventive Medicine (USACHPPM).

(b) The veterinary services officer should:

1. Preparethe concept of veterinary operationsto the FHP portion of Annex
Q to JTF OPLANS'OPORDs.

2. Provide the JTFS with recommendations on veterinary operations to
include policies, force structure, and priorities for use of veterinary resources.

3. Provide the JTFS with advice and procedura recommendations for the
control of existing or anticipated animal and zoonotic diseases that may be of significance for
human disease prevention, for food production interests, or as bioterrorism thrests.

4. Plan, monitor, and supervise veterinary operations, toincludetheingpection
of food and food sources, control of animal and zoonotic diseases of military significance, food
quality control system for source establishments supporting the theater, standards and levels of
veterinary care and treatment of military animals to include medica and surgery support as
required, trestment of animals other than military-owned animals as required, import laws and
regulations of foreign countries, food recall proceduresfor al subsstenceitemsin the JOA, and
the care of military working dogs (MWDs).

5. Maintain liaison with veterinarians of higher headquarters (HQ), those of
US, multinational, and foreign government agencies, the JTF J4 medica liaison, the JTF J4
contracting officer, and JTF food service officer.

6. Provide the JTFS with recommendations on policies regarding the
sanitation of al aspects of food service from procurement and transportation to disposal.

7. AdvisetheJTFSonforeignanimal diseasesthat may affect redeployment
of military equipment back to CONUS or alied nations and coordinate with the appropriate
governmental agencies as required.

8. Investigate claims concerning injury or death of indigenous animals
resulting from military operations as appropriate.

9. Provideguidance on decontamination proceduresfor US-owned equipment
retrograding to CONUS and dlied nations to prevent the transmission of animal diseases.

10. Conduct staff visitsand ingpectionsof JTF component veterinary facilities
and units.

11. Serveasamember of MOC.
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12. Bepreparedto serveasamember of the IMWG ADVON team, and HAST
asrequired.

() The preventive medicine officer/public hedth officer should:

1. ProvidetheJTFSwith medical knowledge management and theevaluation
and interpretation of medical statistical data.

2. Triage and screen medical indicators of exposure through basdline level
changes.

3. Provide population health support to the JTF.

4. Asss the JTF FHPofficer with designing and devel oping pre-depl oyment
and post-deployment guidance.

5. Provideavailable health risk assessment information to redeploying units
and their health care providers.

6. Assist the JTF FHP officer with establishing procedures for reporting
DNBI, reportable medica events, OEH survelllance data, and documenting al JTF personnel
exposure to CBRN e ements.

7. Be prepared to provide education and counseling to a targeted civilian
popul ace regarding health maintenance and promotion, and disease prevention during HA and
CMO.

8. Be prepared to collaborate with other JTF HSS personnel and assess the
physica, psychosocia and health care status of atargeted civilian popul ace (to include displaced
civilians) and devel op a health maintenance and wellness plan of care during HA and CMO.

9. Beprepared to serve asamember of IMOC, IMWG ADVON team, and
HAST asrequired.

(5) The JTES adminigtrative staff provides administrative, planning, individua
training, and personne support services to the JTFS and staff. The adminidrative staff may
compriseof anadministrative NCO or CPO and aclerk typist. Theadminigtrative staff should:

(& Provide word processing, graphics, and automated services and computer
support for briefings and Situation reports.

(b) Establish equipment and supplies for the surgeon’s office.

(o) Edablish afiling system and a message-processing section.
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(d) Ensuretherece pt and distribution of required reportsasdirected by the JTFS.

(e) Coordinate interface and liaison support to the JTF specid staffs and JTF
directorates as required by the JTFS.

(f) Assist with the input of medical estimates into simulation models when
conditions allow.

(g9) Recelveandreview al messagesand correspondenceleaving the JTFS soffice
on computer disk or hard copy; check spelling, format, and print fina copy.

(h) Coordinateand verify messagetraffic format with the JTF J-6 message center.
(i) Beprepared to serve asadriver or dternate as required.

()) Beprepared to serve asamail clerk or aternate as required.

(k) Ensurethat classified messages are placed only on designated computers.

() Supervisedaily staff journa operationsand ensure al incoming and outgoing
messages, correspondence, and significant events and actions are logged appropriately.

(m) Be prepared to support the IMOC.

(6) LNO section’s primary functions areto monitor, coordinate, advise, and facilitate
multinational HSS contributions. Medical LNOs provide the JTFS with the capability of
monitoring and synchronizing current and future multinational HSS operations; foster effective
coordination between coalition HSS staffs, and advise the JTFSregarding the optima utilization
of coalition HSS capabilities. Staffing may include an internationa health specidist (IHS), HN
HSSLNO, MNF HSSLNO, USG LNO, and/or an IGO/NGO LNO.

(& ThelHS provides effective HSS liaison support by combining cultural and
linguistic proficiency with regional medical expertise, and fosters partnerships with military,
civilian, and multinational and USG personnel. Asthemedical LNO onthe JTFS staff, theIHS
should:

1. Monitor and evaluate the health careinfrastructure and medical resources
within the JOA.

2. Advise the JTFS on civilian and interagency HSS capabilities and
limitations within the JOA.

3. Establish communications and a partnership with local HSS resourcesin
the JOA.
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Members of the 86th Combat Support Hospital provide emergency medical care in a
climate-controlled temper tent at Camp Udairi, in northern Kuwait.

4. Bepreparedto providetechnica expertiseand assistanceinidentifying and
assessingforagnnationd publicand privatehed th sysems, sanitation sysems hedth services, personnd,
resources, andfacilities

5. Edtablish and foster working relationships with key NGOs, 1GOs, USG
agencies and multinational medica forces.

6. Be prepared to exchange advice and assistance with foreign nationals,
GO, NGO, and USG and multinationa agenciesin preventing, controlling, and treating diseases
through education, immunizations, and sanitation support.

7. Beprepared to assist with, and when necessary conduct assessments and
area studies of public hedth system needs asrequired.

8. Beprepared tofacilitate communicationswith foreign nationa government
and private health resources for CM O, and in support of government administration.

9. Assstwithmission planning on military medical interactionwith civilians
and medica units.

10. Bepreparedto provideexpertisein politica, economic, and socid factors
support to medical planning by identifying potential opportunities for medicad CMO, HA,
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humanitarian and civic ass stance (HCA), humanitarian assi stance program-excess property (HAP-
EP), and other related programs.

11. Assist with transition operations to relinquish military run medical
operations back to civilian authorities.

12. Beprepared to serve asaliaison to the CMOC.

13. Bepreparedto serveasamember of IMOC, IMWG ADVON team, and
HAST asrequired

(b) HN and MNF HSS LNOs should:
1. Monitor, coordinate, advise, and ass st the JTFS as required.

2. Advise the JTFS on the HSS capabilitieslimitation of their Service or
country.

3. Egtablish communications with thelr command.
4. Possess language or trandation capability.

5. Have connectivity with their HQ, and provide continuous coordination
and ensure cooperation between units.

6. Beinformed of the operationa status of their unit.

7. Facilitate the submission of required reportsfrom their unit to the JTFS as
required.

8. Advise the JTFS regarding the optimal utilization of their Service or
country’s HSS capabilities.

9. Attend JTFS's daily battle update assessment meeting and be familiar
with and prepared to brief unit plans, movement plans and when required, movement times to
critical locations.

10. Be prepared to serve asamember of IMOC.
4. Joint Task Force Surgeon’s Office Battle Rhythm

a TheJTFSsoffice daily operations cycle or “battle rhythm” is developed by the DIJTFS
and is normally maintained in the IMOC. The purpose of the JTFS's office battle rhythm isto
provide the JTFS's staff with a daily schedule of events necessary to support the JTF HSS
misson. The JTFS's office battle rhythm reflects the times of the day for recurring events of
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Evacuating a patient from an Army medical evacuation hehcopter.

interest tothe JTFS staff andisemployed asatool for ensuringinformationisavail able, sothat the steff
can predict when key e ementsof mutua influencefor the CIJTF, geographic combatant command
surgeon and JTF componentsarerequired. All JTFSstaff sectionsprovideinput tothe DITFSinthe
devel opment of the JTFS officebattlerhythm. They areresponsiblefor participatinginthevarious JTF
briefingsand meetingsasindicatedin thebattlerhythm; and ensuring that key information productsand
reportsareobtaned, transmitted tothe CITF and higher HQ, and posted and maintained onthe JTFS's
homepage. Changestothe JTFS sofficebattlerhythmaretypicaly announced duringthe JTFS sdaily
updatebrief. Oncetheofficebattlerhythmisagpproved, the IMOC chief or the IMOC battlecaptain
ensuresthe JTFS sofficebattlerhythmisposted to the JTFS sweb page (see Figurel 1-4).

b. The following are some recommendations the JTFS should consider when providing
guidance regarding the JTFS's office battle rhythm:

(1) SartwiththeCITF sbattlerhythm. The JTFS sofficebattle rhythm must conform
tothe CJTF's.

(2) Identify those events and activities that occur on arecurring bas's.

(3) Providedesiresconcerning staff updatesand meetingsthat the JTFSwill normally
attend. Information should include:

(& Any requirements for staff updates prior to meetings with the CJTF, COS,
geographic combatant command surgeon, or component surgeons.
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SAMPLE JOINT TASK FORCE
SURGEON'S OFFICE BATTLE RHYTHM
Joint medical operations center (JMOC) shift change (Shift
Change Brief)

Reports due to the Joint Task Force (JTF) Surgeon: Blood
Report, Medical Situation Report (SITREP), Medical Logistics
Report, Medical Regulating Report, Weekly Disease and
Nonbattle Injury (DNBI) Report, etc.

Staff inputs due for Morning Updates

CJTF Morning Update (Joint Operations Center Conference
Room)

Joint Planning Group (JPG) Meeting

Commander's Planning Guidance and/or Operations
Synchronization Meeting

JTF Surgeon's Daily Battle Update Brief

Joint Personnel Status Report (J-1)

Daily CJTF SITREP input due

Chief of Staff Update (Staff Meeting)

Logistics Coordination Board (J-4 Conference Room)

Joint Medical Working Group (Health Service Support Planners
Meeting)

Combatant Command Surgeon Conference Call Update
JMOC shift change (Shift Change Brief)
Staff in puts for Evening Updates

JTF Surgeon's Conference Call with Component Surgeons/Health
Service Support Units

CJTF Evening Update (JOC Conference Room)
Web Page Updates Posted
CJTF SITREP released

Figure II-4. Sample Joint Task Force Surgeon’s Office Battle Rhythm

(b) Timesfor meetingswith CJTF, COS, geographic combatant command surgeon
and component surgeons (video teleconferencing [V TC], telephone, other).

(c) Frequency and potential meeting times of JTFS's office staff updates (e.g.,
informal morning update and a more formal evening update).

(d) Natureof the updates (e.g., typesof information to be presented can drivethe
time required to conduct the updates).

(4) Integrate appropriate functions of HSS and FHP into the JTF battle rhythm.
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5. Boards, Centers, Groups, Teams, and Cells

a The JTFS may establish boards, centers, offices, and cells or may be asked to provide
medical liaison relationships and membership to interna JTF organizations to coordinate HSS
issues. These boards, centers, offices, cells, and internal JTF organizations may include and are
not limited to: PMRC, AJBPO, IMOC, MWG, JPG, J4 medica liaison cell, CMOC,ADVON
team, and HAST.

b. The establishment of boards, centers, offices, cels, groups, and teams are described as
follows:

(1) JPMRC

(& The JPMRC provides the theater PM requirements capability for a JTE. It
may bea“ stand done’ entity operating withinaJOA or subordinateto, and may receivedirection
fromthe GPMRC, located at Scott Air Force Basg, Illinois, or the supporting patient movement
requirements center (PMRC). The JPMRC performsintegrated PM tasksfor units assigned to
the JTF or within the task force’'s JOA and may coordinate through the TPMRC to request and
schedule strategic AE support, or work directly with the GPMRC as required. JPMRC
membership is coordinated between the geographic combatant command surgeon and the
GPMRC. Since PM requires intratheater and intertheater lift, it is critical that the JIPMRC
communicate requirements to the JTFS J-4 LNO to ensure seamless patient flow.

(b) Joint Patient M ovement Requirements Coordination. The purpose of PMRC
coordination isto functionaly integrate medical regulation responsibilities (the proper medical
treatment facility specialty bed), transportation movement requirements (best mode of
transportation, such as airframes/ships/land), mission requirements determination (the right
medical crew members and medical equipment), coordination, and related activities supporting
JTF PM requirements. The JPMRC provides TPMRC type, automated information system
(A1S) support and operations for aJTF. Normally, supporting activities will be established to
support JTF PM operationswithin the designated JTF JOA. When operating within an areathat
already has an established TPMRC, the TPMRC will maintain overal responsbility for theater
PM operations, but the JPMRC s responsiblefor PM operationswithin the JOA and coordinates
withthe TPMRC for intratheater PM and the GPMRC for intertheater PM. Information affecting
overall theater operationswill be reported to the respective TPMRC per procedures established
in the specific OPORD. Elements potentially supporting JTF integrated PM operations are:

1. JTFPM LNOsestablished, asrequired, when the JPMRC isnot collocated
with or in close proximity to the JTF surgeon and staff. The JTF PM LNOs:

a Coordinate PM issues with and obtain required PM information
updates from the IPMRC.

b. Providethe JTFSand staff with information regarding PM activities,
issues, capabilities, and workload.
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¢. Incoordinationwith the JPMRC and supporting TPMRC, obtain JTF
staff coordination and approva on PM issues, asrequired.

2. Deployable joint patient movement teams (JPMTs) provided by
USTRANSCOM, or other gppropriate combatant commands, provide PM expertise and support
the integration of PM operations and information. Although USTRANSCOM has the DOD
missionto providetheseresources, support may a so be provided by other combatant commands
if aparticular expertiseisneeded (e.g., anindividua from the host TPMRC to provide aunique
theater perspective not available in USTRANSCOM-provided dements). Deployable IPMTs:

a Establish or augment aJPMRC.
b. AugmentaTPMRC.

c. Deploy to intertheater or out of operationa area interface points to
support patient reporting and collection of required PM information.

d. Provide datato the supported TPMRC.
For more information on the PMRCs see Appendix A, “ Patient Movement.”
(2 ABPO
(@ AIJBPO. The geographic combatant command surgeon may direct the
establishment of an AJBPO to provide regiona blood management in the theater. The AJBPO
may be established upon activation of a JTF as outlined in the respective OPLAN or OPORD.

(b) Thefunctionsof anAJBPO aresmilar toaJBPO, but inalimited geographical
area. The AJBPO:

1. Coordinates blood requirements and distribution of blood and blood
productsto support all theBSUsand M TFsintheAJBPO arearegardless of Service component.
Thisincludes defining the distribution system for blood and blood products at adl levels from
the supporting BTC or BSU downtothe MTE.

2. Evaluates blood donor centers (BDCs), blood products depots (BPDs),
BTCs, BSUs, and M TFtransfusion serviceswithinthe operationd areato ensuretherequirements
of the JBPO are supported or addressed in the geographic combatant command and/or JTF
OPLAN/OPORD.
3. The AJIBPO core membership includes:
a Blood bank or clinical laboratory officer.

b. Laboratory technician.
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c¢. Administrative NCO/CPO.
4. The AJBPO supporting membership may include:
a Administrative NCO/CPO.
b. Laboratory technician.
See Appendix D, “ Blood Management,” for more information on the ASBPO.
(3 IMOC

(@ Inordertofacilitateand provideresponsve hedth servicesto the CITF, medical
resources must be effectively organized and synchronized to support joint operations.

(b) The IMOC is organized with essentiad JTFS staff to plan, coordinate, and
harmonize the JTF sHSS and FHP operations. The mgor functions of the IMOC are to:

1. Provideacentrd location for medical planning and operations.

2. Monitor current and future operations and conduct required support

planning.

3. Determine medica sustainment regquirements.

4. Apprisethe JTFS and CJTF on the status of HSS to the JTF.

5. Coordinate support requirementswith the supported combatant command
surgeon.

6. Maintain vishility of medical unit locations, capabilities, logistic status,
and overall HSS system readiness.

7. Coordinate with the JTF staff in adl areasto include J-1 thru J-6, CA, and
legal.

8. Manage and maintain situation reports regarding JTF HSS operations.
9. Characterize disease and environmenta threats within the JOA.

10. Develop medical concepts and countermeasuresto mitigate disease and
environmental threats.

11. Ensure FHP within the JOA.
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(o) Saffing of the IMOC is situationa dependent, but would normally include
the following positions:

1. Operations officer (chief).
2. Plansofficer.
3. Senior medica plans NCO/CPO.
4. Medica operations NCOS/CPOs.
5. ESO/EHO (aso functions as medical intelligence officer).
6. Sanitary engineer/BEE/IHO.
7. MMLO.
8. HN liaison(s))
9. IGO/NGO and USG liaison(s).
10. MNFsliaison(s).
11. Adminigtrative staff (clerk/typists and NCO/CPO support as required).
(d) Note: The IMOC does not replace the AJBPO or the PMRC. These offices
remain operationa as defined by applicable directives, instructions, and doctrind manuals.
Resource staffing for the IMOC is accomplished with members assigned to the functional areas
of the JTFS's taff.
4 MWG
(@ The IMWG provides a forum for medical planners to validate, coordinate,
and synchronize issues identified through the logistic coordination board of the standing joint
forceHQ or the JTF JPG, and from other JTF boardsand centersasappropriate. Once established,
the IMWG functions are integrated into the JTFS s staff battle rhythm.
(b) IMWG core membership includes:
1. Geographic combatant command medical planner.
2. JTF medical planner.

3. JTF PM officer.
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4. JTFIMLO.
5. JTF J4 medical LNO.
6. JTF component medical planners.
(© IMWG supporting membership includes:
1 DJTFS.
2. JTF IHO/BEE/sanitary enginesr.
3. JTFESO/EHO.
4. JTF areajoint blood program officer.
5. JTF international health officer.
6. Veterinary services officer.
7. Preventative medicine/public health officer/public health nurse.
(5) JTF 34 Medicd Liaison Cell
(8 The JTF J4 medicd liaison cell functions as a coordinating cell for health
servicelogistic planning and operations, and serves asaconduit from the JTFS sstaff tothe JTF
J4insupport of HSS sustainment requirementsasthey relateto logisticstoinclude: contracting,
engineering, transportation, medica supplies, and personnel services.
(b) JTF J4 medical liaison cell core membership includes:
1. Medica liaison cell leader (normally amedical logistics officer).
2. Medical liaison cell NCO/CPO.
(6) PG
(@ TheJPGistheJTF splanning organization condsting of designated representetives
of the JTFHQ principad and goecid gaff sections, JTF components, and other supporting organizations
asdeemed necessary by the CITF. The JPG isatask-organized team formed to conduct integrated

planning for agpecific misson. Theroleof the JPG isto support the commander’sdecis on-making
process. Itsprimary respong bilitiesinclude, but arenot limited to, crissaction planning (toinclude
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COA development), JTF OPORD deve opment, and planning for futureoperations(e.g., trangtioning,
termination, follow-on).

(b) The medical member to the JPG should:

1. Integrate JTF HSS and FHP effort asamedica representative on the JTF
PG

2. Evaluate and assess HSS for various COAs scenarios developed during
JPG planning sessions.

3. Develop HSS plansin support of various OPLANs and OPORDs.

4. ldentify joint HSS resources to meet medical support requirements for
crisgs and contingency operations.

5. Egtablish the MWG
(7) cMOC

(@ TheCMOC isanad hoc organization, normally established by the geographic
combatant commander (GCC) or subordinate JFC, to assist inthe coordination of activitiesof engaged
military forces, and other USG agencies, NGOs, and |GOs. Thereisno established structure, andits
sgzeand compaosition arestuation dependent. The JTFSmay beaskedtoprovidemedicd liasontothe
CMOC.

(b) The medical liaison to the CMOC should be prepared to:

1. Advise the JTFS regarding the optimal use of JTF HSS assets during
CMO.

2. Advisethe JTFS on civilian hedlth care infrastructure, medical resources
and interagency HSS requirements, capabilities, and limitations within the JOA.

3. Provide the JTFS with recommendations to develop policies regarding
the use of military medical suppliesfor the trestment of displaced civilians.

4. Beprepared to provide sanitation and medical requirementsfor displaced
civilian camps and assembly areas per Annex Q of the OPLAN when requested by appropriate
authority.

5. Maintain connectivity with the JTFS and IM OC, and provide continuous
coordination and ensure cooperation between CMOC and the JTFS's office.
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6. Establish and foster working relationships with key NGOs, 1GOs, and
multinational medical forces.

7. Coordinateand assist withtheprevention, control, and trestment of endemicor
epidemicdissasewithinthedvilian populaionthet affectsmilitary operations.

8. Coordinatewiththe JTFSfor HSSrequiredin displaced civilian assembly
areas and camps.

9. Be prepared to provide technical expertise and assistance in identifying
and assessing foreign national public and private health care systems, resources, facilities, and
sanitation systems.

10. Be prepared to assist with and, when necessary, conduct assessments
and area studies of public hedth systems as required.

1. Assstwithmission planning onmilitary medicd interactionwithcivilians
and medical units.

12. Assist with transition operations to hand off military run medical
operations back to civilian authorities.

13. Determine the capabilities and effectiveness of health and sanitation
systems and the impact of those systems on CMO.

14. Coordinate the use of foreign national government and private health
resources for CMO, and in support of government administration.

15. Be prepared to provide advice and assistance in establishing technical
requirements for public hedlth services and resources to support government administration
(e.g., cinics, hospitals, pharmacies, food preparation and storage, ambulance transportation,
medical personnel, and education).

16. Provideadviceand coordinationinrehabilitating, establishing, delivering
and maintaining government public health systems and agencies during CMO.

(8) ADVON Team

(8 AnADVON teamisoften established to provideaminimum capability for C2
during the buildup of the JTE. Thisteam canassstin clarifying the JTF mission, determineforce
requirementsto accomplishthemission, establish asequencefor forcedeployment, evauate HNS, and
determineif there are ongoing operationsbeing conducted by other than military forces. Medica
personnd assigned to augment theADV ON team provide FHPsupport, assessHN medica systems
(toincdludeinformetion on culturd issuesrdevant tointeractionswithHN medicd systems), participate
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inthe selection of bed-down locationsfor the JTF, vaidate the preliminary hazard assessment, and
conduct anenvironmenta hedlth Steassessment, asneeded.

(b) Medica membershiptotheADVON teemmay consst of thefollowing JTFSgaff:
1. Core membership:
a ESO/EHO; and/or IHO/BEE.
b. JTF medicad planner.
2. Supporting membership:
a JTFinternationa health officer.
b. Veterinary services officer.
c. Preventative medicine officer/public health officer.
(9) HAST
(& TheHAST isdesigned to deploy to a crisis country and immediately affect
lialsonwith US embassy officiad sand any other USG agencieswho may already be presentinor
have deployed to the crisis country. The primary mission objective of the HAST isto conduct a
military assessment of the situation and obtain, devel op and communicate critical information to
assist the GCC and CJTF in the decision-making process, in order to effect timely allocation of
military resources.
(b) The HAST may consist of any of the following JTFS staff:
1. ESOor EHO.
2. IHO/BEE/sanitary engineer.
3. International health officer.
4. Veterinary services officer.
5. Preventive medicine officer or public health officer.
6. Joint Task Force Surgeon Reachback
a Tomakethe best use of al available medica technologies and resources, the JTFS may

extend beyond the JTF's organic HSS capabilities to identify and bring to bear resources not
immediately available in the JOA. Reachback alows for HSS infrastructure support services

11-38 JP 4-02



Joint Task Force Surgeon’s Office

that sustain forward-deployed medicd forcestotransfer productsand ideasasthey arerequiredinthe
JOA. It aso providesachanne to contact SMEswhen atechnical issueexceedsthe JTF smedical

SME'scapability.

b. TheJTFSreachback capahility network indudesthe GCC g&ff, supporting and other combatant
command SMES, Service SMES, other USgovernment agencies, designated multinationd partners,
academic andindustrial sources, and both technical linkagesand persona rel ationshipsdevel oped
throughtraining and habitua associations. The JTFSshould consider thefollowing whenemploying
reachback:

(1) Reachback can be accomplished through various means to include: secure/un-
secure E-mail, telephone, web sites, and video conferencing.

(2) Reachback resources have other primary missions and may not be specificaly
staffed to support continuous reachback.

(3) Reachback can aso result from arequest for assistance.
(4) Reachback should be conducted using established JTFS's protocols and SOPs.
(5) VTCreachback capability requiresthe JTF J-6to plan andintegrate VTC reachback

support into its communications system support plans and structure, and provide the required/
dedicated bandwidth to the JTFS staff.
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HEALTH SERVICE SUPPORT PLANNING

“The great thing in all military service is health.”

Admiral Lord Nelson

1. Health Service Support Planning Consider ations

a Timely, effective planning and coordination areessentia to ensure adequate and sustainable
HSSinatheater. Proper planning permitsasystematicexamination of al factorsinaprojected operation
and ensuresinteroperability with the campaign plan or OPLAN (see Chairman of the Joint Chiefsof
Staff Manua (CICSM) 3122.03B, Joint Operation Planning and Execution System (JOPES)
\olumell, Planning Formats. Organization of the HSS systemisdetermined by thejoint force's
mission, the threat, intelligence, anticipated number of patients, duration of the operation, thetheeter
PM palicy, availablelift, and hospitdization and movement requirements(seeFgurel 11-1).

(1) Threat. The threat is a composite of ongoing or potential adversary actions,
occupational, environmental, geographical, and meteorological conditions; endemic diseases
that can reduce the effectiveness of the joint force through wounds, injuries, illness, and
psychological stressors; and the employment of weapons of mass destruction (WMD).

(2) Medical Intelligence. Medical intelligence is produced from the collection,
evaluation, and analysis of information concerning the health threats and medical capabilities of
foreign countries and non-date players that have immediate or potential impact on policies,
plans, or operations.

(& Medica intelligence merges the capabilities of the medical and intelligence
communities to gain a better understanding of potential threats and to identify mitigation and
response options to minimize potential impacts. Through proactive analysis and increased
Stuational awareness, medical intelligenceisan essential component in understanding thethreat
environment and formulating policy and response options. Medical intelligence datais critical
inenabling the JFSand medical planner to provide the JFC with information to attain Situational
understanding of health threats; enable the development of HSS and FHP policiesand strategies
that mitigate natural and intentiona incidents; provide knowledge superiority for the deterrence,
prevention, mitigation, and destruction of CBRN threats and aggression; and redefine the
battlespace from amedica perspective by employing strategic and preventative medical response
planning.

(b) The JFS and medical planner must consider the entire scope of the threat to
effective HSS and FHP, and make allowancesfor MIPOE. MIPOE isacomponent of the JJPOE
process, and it ass sts JFSsand medica plannersin analyzing enemy, environmental, and medical
threatsin the JOA. It includesdatanot only on medica and disease threatsin the JOA, but aso
intelligence information on enemy capabilities, the terrain; weather; the local medical
infragtructure; potentia humeanitarian and refugeesituations; trangportationissues; paliticd, rdigious and
culturd beliefs andsocid issues

1-1



Chapter 11

HEALTH SERVICE SUPPORT PLANNING CONSIDERATIONS

HSS for Enemy
Prisoners of War

Intelligence

HSS for US POWs
and Detained
Personnel

Patient
Movement

HEALTH SERVICE

Host-Nation Patient

Support SU PPORT Movement Items

PLANNING

Clinical Capabilities

Pharmacy Service CONSIDERATIONS and Health Service

Logistic Support

Preventive
Medicine and
Health
Surveillance

Dental Service

Prevention of

Veterinary Service Stress Casualties

Mass Casualty
Situations

HSS Health Service Support
POW  Prisoner of War

Figure lll-1. Health Service Support Planning Considerations

(3) Patient Movement. Timely PM plays an important role in the design of HSS.
PM isthe end result of the collaborative lift-bed planning, and involves selection of patientsfor
movement based on consideration of medical condition, locating available beds, route planning,
and the selection of movement platforms and movement control. The HSS planner should
consder using al means of PM.

(4) PMI. PMIs are specific medical equipment and durable supplies that must be
availableto support the patient. Examples of PMIsinclude ventilators, litters, patient monitors,
and pulse oximeters. The purpose of the PMI system (see Figure [11-2) isto support patientsin-
trangit, to exchangein-kind PMIswithout degrading medical capabilities, and to provide prompt
recydingof PMIs. Theoriginaing M TFisrespongblefor notifyingthePMRC f the patient needsany
specia medical equipment for transport. The M TF cannot necessarily provide PMIsfor patients.
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PATIENT MOVEMENT ITEM SYSTEM

Provides a seamless
Supports in-transit in-transit
medical capability patient/equipment

management process

Deploys with and is PATIENT Patient movement

managed through the MOVEMENT item centers
aeromedical evacuation responsible for
ITEM SYSTEM P

system and supplied overall management,
through the normal in-transit visibility,
supply system and tracking

Figure IlI-2. Patient Movement Item System

PMIsaccompany apatient throughout thechainof movement, fromtheoriginating M TFtothedestination
MTF, whether itisanintratheater or interthester transfer. Plannersmugt ensurethat PMIsareavailable
a thecorrect location and reedy for useand PMI centersare established (establishment of theater PMI
centersand cellsistheresponshility of the USAir Force). PMI centersare established to support
worldwidetheater requirements. PMI centerswill belocated a aerid portsof embarkation and/or
debarkationto matchAE support plans. PMI centersand cellswill receive, refurbish (i.e., technical
ingpection, cdibration, repair, and replenishment of expendablesuppliesto maintaina3-day level of
supplies), redistribute, and return PMIscollected fromMTFs. PMI centerscan beaugmented with
personnd and equi pment from the other Services; liaison personnd may dsobeassigned. Atthetime
anMTFinitiatesaPM regquest requiring PMIs, the PMI center and/or cell will initiate actionfor the
exchangeof inkkind PMls.

(5) Clinical Capabilitiesand HSL'S. Specific clinical capahilities, location, health
sarvice logistic supportability, and bed requirements must be considered when planning HSS
and must be detailed in the respective OPLAN. HSS planners must consider the following.

(@ Sufficient personnel with the clinical capabilities necessary to provide care
for the expected number and types of patientsin the theater.

(b) Specific clinica capability, relative mobility, logistic supportability, and the
necessity to ensure alogical expansion of capabilitiesin theater.

(c) Criticd timeand disancefactorsthat impact on morbidity and mortdity rates.

(d) Hedth servicelogistic issues, including:

[1-3



Chapter 111

1. Standardization.
2. Useof atheater single integrated medical logistics manager (SIMLM).
3. Itemsrequiring specia handling.
4. Transportation.
5. Type and quantity of medica supplies needed.
6. Supply procedures and sustainment requirements.
7. Medica equipment maintenance and support requirements.
8. Digpodtionof medicd wastel AW hedlth and environmental considerations.
9. Optical fabrication.
(e) Blood supply and distribution.
(6) PreventiveMedicineand Health Surveillance. Risk assessment and analysisas

well aspreventivemedicinemessuresmust beinduded early inHSSplanning. Thedeployment hedlth
survelllance programisinitiated and the meansto counter the hedth threstsinthe operationd areaare

Navy personnel offloading a patient from an Army medical evacuation helicopter
to a US Navy ship.
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identifiedtothegreetest extent possible, beforetheforcesarrive. Spedific preventivemedicineprocedures
aregenerdly theresponshility of the component commands. The JFSadvisesthe CCDR on specific
preventative medicine proceduresto beimplemented, typically accomplished through the component
commands

(@ Preventivemedicineistheanticipation, communication, prediction, identification,
prevention, education, risk assessment, and control of communicablediseases, illnesses, and exposure
toendemic, occupationd, and environmentd threats. Thesethreatsincludenonbattleinjuries(NBIS),
environmental and occupational exposures, combat stressresponses, WMD, and other threatsto the
hedlth and readinessof military personne. Communicabl e diseasesind udeanthropod-, vector-, food-
, Waste, and waterbornediseases. Preventive medicine measuresincludefield sanitation, medical
survelllance, pest and vector control, diseaseri sk assessment, environmental and occupationd monitoring
and hedth surveillance, medica countermeasures, hedth threat control sfor waste (human, hazardous,
and medicd) disposa, food safety ingpection, and potablewater surveillance.

(b) Deployment hedth surveillance includes identifying the population at risk
(PAR); identifying and assessing their potentially hazardous exposures(e.g., medical, occupationd
and environmental, psychological, CBRN); using health risk communications practices to
communicate the risk; employing specific countermeasures to eliminate or mitigate exposures,
and utilizing medical surveillance procedures to monitor and report DNBI/BI rates and other
measuresof health outcomesto higher authority inatimely manner. Theater medical surveillance
isessentid for early identification of health threatswithin the operational areain order to prevent,
neutralize, minimize, or eiminatethem. Thehealth surveillance program must cover all periods
from predeployment, deployment, redeployment, to post-deployment. This information must
beincluded in the health services support annex (see Appendix K, JOPESAnnex Q) to thejoint
OPLAN and/or OPORD supporting the operation. A comprehensive deployment health
surveillance program includes preventive and epidemiological procedures and health risk
communication practices to ensure that commanders are kept informed on the hedlth of the
force, hedlth threats, occupational and environmental threats, stressors, risks, and necessary
preventive medicine and stress control measures before, during, and after deployment.

1. Protocols are required for vaccines, chemoprophylaxis, barrier creams,
and pretreatments which are recommended for deployed forces and which are not approved for
genera useor are not gpproved for the purpose for which they are being administered under the
FDA'sguiddines. If the vaccine or medication isto be administered without a member’s prior
consent, the SecDef must generally obtain awaiver of informed consent requirements1AW title
10, USC, section 1107(f). This will require extensive documentation, which should be
electronically archived for future reference and retrieval.

2. Edablishment of acentrd repogtory for al goecimensand samples, toinclude
suspected biologica warfare and chemica warfare agentsand data, must be coordinated with the
ASD(HA).
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(7) Preventionof SressCasualties. Prevention of stresscasuatiesand control of combat
and operationd stressisacommand and leader responsibility. HSSand other personnel at dl levels
play important supporting roles. A coordinated program must be planned for the prevention, trestment,
and RTD of combat stressreaction casudties. Activeeducation, training, and prevention programs
assis with controlling sressand preparing unit leadersand HSS personnd toidentify and managestress
reectionsinunits

(8) Mass Casualty Situations. Procedures for handling MASCALS must be
established to include casuaty management resulting from WMD, combat, or other military
operations. Particular emphasisis placed on the flexibility of HSS units to respond to sudden
changesin the casualty situation. Successful management of aMASCAL situationisacomplex
task where success relies as much on well-practiced logistics and communications asit doeson
skilled medical treatment. The JFS must ensure that the communications, transportation, triage
and emergency management, PM, and HSL S management aspects of the MASCAL plan are
thoroughly rehearsed. Additionally, JFSs must ensure that chaplains are present to support
wounded or injured personnel aswell as staff members both during and after the situation.

(9) Veterinary Service

(8) Adequate veterinary service support isan integra part of joint FHP and it is
imperative that medica planners consider veterinary support in HSS operationa planning. The
USArmy isthe DOD EA for veterinary support for the Services, and in someinstances, support
isprovided to dlies and/or codition partners and HN agencies. Army Veterinary Corps, Navy
Preventive Medicine, and Air Force Public Health provide food inspection services, assuring
food wholesomeness, safety, and security. Army veterinary unitsaretask-organized and tailored
in order to support government owned animal hedlth care, veterinary preventive medicine, and
food safety and security programs. The potentia of food-borne disease, thethreat of contamination
of subsistence, the need to assess the zoonotic endemic disease threats, and the need to provide
health careto MWDs dl require an early veterinary presence throughout the entire operational
areaof al joint and multinational operations.

(b) When deployed in military operations, veterinary support and preventive
medicine capabilities reduce the vulnerability of USand MNFsto DNBI. Veterinary personnel
work closely with Army, Air Force, and Navy preventive medicine unitsto provide coordinated
FHP support. Veterinary food inspection is necessary to ensure food safety, quality assurance,
and adequate food hygiene. Services provided by veterinary unitsinclude sanitary surveillance
of food source and storagefacilities, and surveillance of foodstuffsto ensureasafe and wholesome
food supply. Procurement of fresh foods, bottled water, ice, and beverages is supported by
veterinary personned through sanitation audits performed on local food establishments in the
operational area. The veterinary unit, through the CJTF, is responsible for the publication of a
directory of approved food sources for the JOA.

(c) Comprehensive veterinary medical and surgica programs are required to
maintain the health of government owned animals. By providing complete medica and surgical
care to dl MWDs supported in the JOA, the Army Veterinary Service asssts in ensuring the
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e ———

C-130 providing intratheater aeromedical evacuation of personnel.

effectivenessof theMWD asaforcemultiplier. A mgority of biologica wegpon agentsare zoonotic
andtherefore, quick recognitionintheanima populationmay detect asgnificant hazard tohuman hedth.
By monitoringand eva uating endemicanimd diseasesof military importanceand environmental zoonatic
diseasehazardsto both anima sand humans, veterinary unitsassst inmaintainingahedth andfitforcein
the JOA.

(d) Asacomponent of HSS, veterinary servicehhasan essentid roleinformulating
FHP for the joint force. Early HSS and FHP planning considerations for veterinary service
support should include the CONOPS, type and duration of operation, estimated strength of the
joint forceand other organi zationsrequiring veterinary support, meansof shipping CL | supplies
and the anticipated stockage levels for the JOA, estimated JTF MWD strength, proposed use
and | ocation of government-owned and/or indigenousanimals, thesizeand typeof civic-military
action programs to support the loca population and animals, and the anticipated CBRN threats
inthe JOA.

(10) Dental Service. Asafunctiond category of HSS, dentd serviceplaysasignificant
rolein FHPfor thejoint force. Dental servicesmust beincluded in the early stages of planning.
Dental resources and capabilitiesmust be planned for thetreatment, restoration, and maintenance
of ora hedlth.

(8) Dental Services. Dentd readiness and dental health should be IAW policy
requirementsand availableresources.
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1. Ahedthy andfitforceand providesthecommeander withanoptimaly fit Service
member capabl e of withstanding the physical and mental rigorsassociated with combat and other
military operations. In-garrisonand operationd dental careensuresadental reedy force.

2. Denta careis preventive in nature, thereby ensuring protections.

3. Denta’ssecondary missionisto augment medica assetsduringMASCAL
Situations. Proper planning and training is essentia to mission success.

(b) Dental ServicePlanning— must includethe consideration of two categories
of dental servicesin joint and multinational operations. One category of dental careisprovided
within the operationa area and another category of dental services is provided in the support
base.

(¢) Theplanning processincludesan eva uation of the szeand anticipated duration
of the operation, along with categories of dental care required to support the operation.

1. Category | — Operationa Care

a Emergency Care. Care given for the relief of oral pain; diagnosis
and treatment of infections; control of life-threatening ora conditions (hemorrhage, callulitis, or
respiratory difficulties); and treatment of traumato teeth, jaws (maxilla/mandible), and associated
facial structuresisconsidered emergency care. Itisthemost austeretypeof careandisavailable
to deployed Service members. Common examples of emergency treatments are airway
management, hemorrhage control, stabilization of maxillofacia injuries (fracture stabilization,
soft tissue injury/laceration repair), Smple extractions, management of maxillofacial infection
(antibiotics, incision, and drainage), interim pulpa therapy (pul pectomy), pain medication, and
temporary restorations.

b. Essential Non-Emergency Care. Care necessary to intercept
potential emergencies to prevent lost duty time and preserve fighting strength is considered
essential non-emergency care. Personnel in Dental CL 3 (untreated oral disease with potential
to cause an emergency within 12 months) should be provided thislevel of care as the tactica
Stuation permits. Common examples of essential non-emergency care are basic restorations,
extractions, definitive pul pal therapy (pul pectomy, obturation), treatment of periodontal conditions,
and smple prosthetic repairs. Essentid non-emergency care is also intended to maintain the
overdl ord fitnessof personnel at alevel cons stent with combat readiness. Most dental disease
is chronic and recurring.  Unit dental readiness and health will deteriorate from the day of
deployment if essentia dental careisnot provided by deployed denta support. JTF dental units
should provide essentia non-emergency careto thosein Dental CL 2 (untreated oral disease not
anticipated to causean emergency within 12 months) asthetacticd Stuationand avallability of dental
resourcespermit.

2. Category I — Comprehensive Care. Dental treatment to restore and/
or maintain optima oral hedth, function, and esthetics is comprehensive dental care. This
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category of careisusudly reserved for HSS plansthat anticipate an extended period of receptionand
traningintheater andisasoinduded asacomponent of thetheeter hopitaization capability. Thescope
of facilitiesneeded to providethislevel of denta support could equal that of theater hospitdization
cgpability medicd fadlities

(11) Host-Nation Support. HNS can be asignificant force multiplier. HNS should
be equivalent to US standards. The JFS must assess HN medical capabilities and make
recommendations to the JFC on their use for deployed USforces. Descriptions of HN medical
capabilities should be sought from sources such asthe Armed ForcesMedicd Intelligence Center
(http://mic.afmic.detrick.army.mil/ or analogousclassified site) , USembassy hed th unit personnel
in-country, base support plan surveys, and recent exercise or operation after-action reports. In
many operations, HN blood supplies do not meet US standards of care. The JFS should make
arrangements to store and use blood products from US-approved sourceseven if HN MTFsare
planned to support the deployed force. HNS may reduce the lift requirements necessary to
deploy HSSto the JOA.

(12) HSSfor US Prisoners of War (POWSs) and Detained Personnel. The GCC
establishes atheater plan on the proper handling and provision of HSS for returned US POWs
and detained personnd.

(13) HSSfor Detainees. The JFS and medica planner in conjunction with the SJA
should devel op detainee medicd care policy recommendationsfor the JFC | AW applicablelaws
and regulations. The JFS and medical planner should ensurethat the approved detainee medical
care policies are published in the medical annex of OPLANs and OPORDSs, and appropriate
concept plans (CONPLANS) and fragmentary orders (FRAGORDS). Additionaly, when
developing HSS plans for supporting detainee operations, the JFS and medica planner should
consder at aminimum, that the medical annex of OPLANs and OPORDSs includes procedures
to theextent practicable, for thetreatment of detaineesthat are guided by professiond judgments
and standards similar to those that would be applied to personnel of the Armed Forces of United
States. Additiona considerations should include but are not limited to: appropriateintervention
proceduresfor prisoners on hunger strikes or who refuse treatment; appropriate procedures that
manages an outbreak of contagious disease within the detainee population; the provision for an
initial medical screening of detainees; interpretersthat are availableto trand ate patient complaints
to attending medical personnel; and an immunization policy for detainees as dictated by the
disease hedlth threat.

(24) HSSin Multinational Operations. US military operations are often conducted
with the armed forces of other nations in pursuit of common objectives. Each multinational
operation is unique, and key considerations involved in planning and conducting multinational
operations vary with the internationa Situation and perspectives, motives, and vaues of the
organization's members. JFSs and medical planners should be cognizant of the following
regarding multinational operations:

(@ Cultural Differences. Medicd personnel should remainmindful of thefact that
eachforcehasauniqueculturd identity. TheJFSand medicd planner shouldidentify key staff podtions
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with languageand regiona expertiserequirementsand ensureadequateinterpretersor trandatorsand
areaspecidigsaregppropriately planned for and avail ableto support HSS operations.

(b) Liaison. TheJFSand medica planner should establish multinational medical
LNO requirements early in the planning process.

(0 Medical Intelligence. Membersof theMNF may operate separateintelligence
systems in support of their own policy and military forces. These national systems may vary
widely in sophistication and focus, and may not have capabilitiessimilar to the USto collect and
process medica intelligence. The JFS and medical planner should collaborate with the J-2 to
provide appropriate information early in the planning process, so the JFC can determine what
information can be shared with multinational forces.

(15) HSS in JROSI. JRSOI encompasses al of the activities needed to receive a
unit’sequipment and personnd at aerid portsof debarkation (APODs) and seaportsof debarkation
(SPODs). The JFSand medica planner’sscopeof respons bilitiesduring JRSOI activitiestypically
beginsprior to thereception of unitsat theAPODsand SPODs. HSS planning for JRSOI should
include an assessment of HN medical facilities and services for potential HNS, predeployment
planning activities for FHP, and planning for medical capabilities to sustain HSS operations
during the four phases of JRSOI. The JFSand medica planner should also ensure JRSOI HSS
and FHP requirements are appropriately detailed in the appropriate OPLAN and OPORDs.

(16) HSSfor CDF. The JFSand medicd planner should ensurethat HSS, either asa
responsibility of thecontractor or the JFC, isfully delineated in OPLANS, OPORDsand contracts
to assure appropriate HSS in the JOA for CDF. Additiondly, the JFS and medicd planner
should ensure specific theater medical readiness requirements to include predeployment and
FHPrequirementsand requisiteindividual medical trainingtoinclude safety, first aid, sanitation,
hedlthrisks, and hedlth protection measures, including thoserel ated to CBRNE, and environmental
and/or industria thrests are identified in the medical annex of OPLANs and OPORDs.

(17) HSSfor Medical CMO. The JFS may be tasked to support or execute CMO, in
coordinationwith CA elements. If assigned medicd civil-military operations(MCMO) missons,
the JFS and medical planner must consider the different types of medica resourcesrequired to
conduct such operationsand must coordinate closely with CA eements, information operations,
the USG civilian agency or other agenciessuch ascodlition partners, HN agencies, IGOs, NGOs,
and other groups to include religious organizations, that may have the lead for al or part of a
given operation, to ensure unity of effort. Coordination and support planning should be
appropriately identified in thecivil-military and interagency annexesof OPLANsand OPORDs.
The JFS and medica planner should a so ensure that during the various phases of planning for
MCMO missons, consideration is given to ensuring the HSS staff includes an internationa
hedlth officer or SME with regiona medical expertise. Theinternationa health officer or SME
should foster partnershipswith military, civilian, HN, multinational and USG personnel, NGOs,
and 1GOs, and provide technical expertise, and assistance in identifying and assessing foreign
national public and private health systems, sanitation systems, health services, personnel,
resources, and facilities.
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(18) Medical Wasteand Other Environmental Consider ations. The JFS, medica
planner, and preventive medicine personnel in conjunction with the J-4, should develop plansto
address the disposal of regulated medical waste (blood and blood products, infectious,
pathological, sharps, isolation, and microbiological cultures) and radiological waste. Thisplan
should consider all aspects of operations to prevent pollution, protection of the environment,
compliance with pertinent regulatory guidance/policy to mitigate exposure of USand MNFsor
subject the US to unfavorable publicity and future claims for damages. The JFS and medical
planner should ensure the plan for medical waste and other environmental considerations are
publishedinthemedica annex and environmenta cond deration annex of OPLANsand OPORDs,
and appropriate FRAGORDSs.

(19) Interagency Coordination. As the US military increasingly integrates its
operations with other organizations and nations, joint HSS operations will require an increased
contact and collaboration between the US military, USG agencies, foreign governments, NGOs
and 1GOs, dl of whichwill influencethe devel opment and execution of HSSand FHP operations.
Close coordination and cooperation with these groups may prevent duplication, lessenthefriction
of potentia rivalry, and improve results. The JFS and medica planner must consider processes
and procedures to fully integrate the interagency perspective and position into HSS planning,
execution, and the assessment process; and should consider how joint HSS and FHP operations,
and the actions of involved interagency organizations contribute toward the desired end state.
This consideration requires extensive liaison and coordination with al involved parties.

b. Other Consderations. Other planning considerationsthat the HSS plannersmust take
into account to support joint operationsinclude:

(1) Ensurethat an adequate joint medical communications architecture is established
to provide compatible and responsive communications for the military HSS system.

(2) Ensure that adequate standardization and interoperability policies are in place to
ensurethat all deployablemedica systems supporting joint operationsareinteroperabl e between
Service components.

(3) Medical engagement protocols. Whileit isanticipated that medica caremay be
provided by the HN or other IGOs, the US may be requested to providefor certain categories of
forces and other personnel within the JOA. Consequently, HSS planning consideration may
include many different populations, such as: DOD civilians, contractors (including third country
nationals [TCNs| and CDF), indigenous civilians, MNFs, other government agencies, NGOs,
IGOs, and other personnel requesting assistance in circumstances of life, limb, or eyesight
emergencies. JFSs and medical planners should review entitlements, applicable laws, and
regulationsfor the provision of USmilitary medical careto nonmilitary beneficiariesand military
and nonmilitary personnd of other nations(toincludedigibility for AE movement and procedures
for obtaining SecDef designee status) and in consultation with the SJA, establish medical
engagement protocol s recommendationsfor the GCC/CJITF. Once established, JFCs, JFSs, and
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medicd plannersshould ensurethat thegpproved medicd engagement protocol policiesare published
anddisseminaedtodl joint forcepersonnd.

(4) CoordinateHSSrequirement insupport of natura disasters. (Such coordination canbe
fadilitated by conferringwith the United Nations(UN) Officefor Coordination of HumanitarianAffars
(OCHA), www.rdiefweb.int, to prevent duplication of effortsby other countries, solicit current needs,
andincreasetheeffectiveness of responseeffortsfrom multipleresponding countriesand NGOs.)

(5) Coordinate support with outside relief agencies (Red Cross, NGOs, and 1GOs) in
theater to ensure complete visibility for overall medica situation and requirements, including
integrated transfer of responsibilities for policies and procedures.

(6) Amphibious Task Force. Amphibious task force HSS planning responsbilities
are closely related to those of the landing force. Detailed, coordinated, and paralel planning is
required between the commander of theamphibioustask force and the commander of thelanding
force. Each surgeon of these commands has specific HSS planning responsibilities that are
detailed in Joint Publication (JP) 3-02, Joint Doctrine for Amphibious Operations.

(7) AirborneOperations. Airborneoperationsestablishalodgmentinanisolated uncertain
or hogtileenvironment. Detalled, coordinated, andjoint planning isrequired between thecommander of
theairbornetask forceand the JFC. Each surgeon of these commands has specific HSS planning
responsibilities that are detailed in JP 3-17, Joint Doctrine and Joint Tactics, Techniques, and
Proceduresfor Air Mobility Operations, and JP3-18, Joint Doctrinefor Forcible Entry Operations.

Hospital ship USNS Mercy.
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2. Planningfor Joint Health ServiceL ogistic Support
a HSSisrdiant upon thespecialized materiel and servicesprovided by HSLS; therefore,
the joint HSLS plan is an integra and critical component of the medica services (Annex Q).
HSS unitsaswell as maneuver units usualy begin requesting HSL S support immediately upon
arrival as they provide area medical support to organic personnel, identify unit shortages, or
begin early operations in support of forces in the JOA. The HSLS planner must consider a
number of factorsto ensure the overall concept of HSS is sustainable. These factorsinclude:
(1) CONOPS and commander’s guidance.
(2) Typeand expected duration of the operation.

(3) Types of HSS capabilities supported, especidly for theater hospitalization and
Specidty care.

(4) Theater plan for the time-phased arrival of HSS capabilities.

(5) PAR for theforce to be supported.

(6) Medical occupational and environmental threats in the operational area.
(7) Anticipated number and types of casualties.

(8) Theater PM poalicy.

(9) Avalilahility of pre-positioned war reserve materiel (WRM).

(10) Availability of HN or multinational support.

(11) Requirementsto provide HN or multinational support.

(12) Requirementsto provide support to contractors.

(13) Theater plansfor distribution channels and transportation management, and the
impact of distribution capabilities and distances upon estimated customer wait time.

(14) Theater plans and capabilities for secure and non-secure communications.
(15) Desgnation of aTLAMM.
(16) PBAs between the CCDR and DLA.

b. TheHSL Splan must under sand the CCDR CONOPS and theHSS concept of support.
Thisincludesunderstanding any requirementsto provideor receveHSL S. Thisincludesanticipated
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medicd risksand planned countermeasuresfor environmental and occupationd thrests and contingency
plansfor CBRN consaguencemanagement (CM). TheHSL Splanner should a so assessthepossbility
for missonexpansonintoHA or ‘ nation building’, andidentify theadditiona cgpabilitiesthat may be
required to support thesemissons.

c. TheHSLSplanner must coor dinatewith thecommand J-4 and the DDOC or other
designated movement control organization. The HSS system does not own or manage
transportation resources, and medica materiel typicaly flows through the same distribution
channels and is subject to the same movement controls as al other classes of supply. HSLS
capabilitiesshould belocated at or near theater distribution nodesto enable accessto intratheater
distribution capabilities. Medicd materiel normaly flowsinto thethester by strategicair (military
or commercid); therefore, primary medical theater distribution activity should belocated where
thereis access both to strategic and intratheater distribution channels.

d. The HSLS planner must consider several key aspects of support to ensure the
appropriatesupplies, equipment, and HSL Sserviceswill be availableto meet HSSrequirements.
Considerations include but are not limited to:

(1) Theassgnment of SIMLM responsibilities, if necessary.

(2) Theroleof adesignated TLAMM.

(3) The establishment of theater HSLS capabilities for medical supply chain
management, biomedical equipment maintenance, optical fabrication, and medica equipment
management such as PMIs, maintenance floats, or new equipment fielding.

(4) Theater stockage objectives, to include the need to preposition medical materiel in
the theater to sustain early operations, provide individual medical biological/chemica defense
materiel (MBCDM), and/or provideinitial capability for CBRN CM.

(5) Theater requirements for materiel beyond those computed for replenishment of
unit medical equipment sets (MESS), to include the establishment of a theater pharmaceutical
formulary by the JFS. Examples of requirementsthat were not sufficiently anticipated and have
posed chalengesin prior operations include:

(&) Expanded formulary for sick cal/primary care.
(b) Prescription refillsfor chronic medications.
(c) Pediatric supplies.

(d) Materid for care of detainees.

(e) Laboratory reagents.

[11-14 JP 4-02



Health Service Support Planning

(6) Thenumber of daysof supply unitsmust bring into theater to achieveinitia operating
cgpability IAW CCDR'sguidance.

e. TheHSLSplanner and JFSmust identify the HSL S capabilities that are necessary
to support the HSS plan for incorporation into the CCDR’s force requirements and ensure they
are programmed for movement into the theater. The time-phased force and deployment data
(TPFDD) isthe portion of the OPLAN containing movement datafor both cargo and personndl.
Strategic lift into the theater is typicaly limited, and the CCDR will establish guidance on
movement priorities. The arrival of HSLS capabilities must be phased to permit the
accomplishment of al theater preparatory tasks and enable support to forces as they arrivein
theater.

3. Planning Factorsfor Joint Operations

In additionto coordinating joint force HSS requirements, HSS planning for joint operations
involves other major considerations, including coordinating HSS requirements with other
combatant commands and other friendly forces. The tool approved for calculating medical
requirements is the medical analysistool (MAT). MAT is an automated application program
that takes Service-specific casuaty rates, admission rates, and PAR from TPFDD, contingency
planning, theater PM policy, and merges those figures to generate joint medical requirements.
The planners then perform arisk assessment and COA anaysisto assess the most effective use
of medica forces. MAT producescredible medica requirementsfor beds, patientsto beevacuated,
CL VIII (both medical resupply and blood), losses to be replaced, and numbers of hospital
admissions. In addition, it provides medica requirements for PAR reports, planning factors
used, and bed capabilities (as compared to bed requirements) report. The MAT caninput aPAR
report from the TPFDD, and merge Service scenarios to create a joint scenario. Services are
responsible for generating and maintaining casudty rates for contingency operations. JFSs
should obtain Service-specific casudty rates through the combatant command.

a Theater Patient Movement Policy

(1) The theater PM policy is established in the Logistics Supplement to the Joint
Strategic Capabilities Plan, HSS Enclosure. The supported commander, in conjunction with
supporting commanders and USTRANSCOM/Air Mobility Command (AMC) set the specific
theater policies prior to OPLAN execution. Upon execution, the CCDR adjusts the theater PM
policy as needed.

(2) Thetheater PM policy isexecuted by the CCDR. Thetheater PM policy delineates
the maximum number of daysthat patients may be held within the command for treatment prior
to further movement or RTD. Patientswho cannot RTD within the specified number of daysare
evacuatedtothenext higher leve of carefor further trestment. Shorter movement policieswithinthe
thester reducethester bed requirementsand increasethe number of bedsrequired esewhere. Shorter
movement policiesasoincreasemovement requirements. Thetheater PM policy isflexibleand can
changeasthetacticd Stuationdictates.
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(3) 1AW SecDef policy and CICS guidance, the PM policy isnormally 7 daysfor the
combat zone and a combined tota of 15 days for the combat zone and communications zone.
This does not imply that a patient must be held in theater for the entire period. Peatients not
expected to RTD within the number of days expressed in thetheater PM policy will normally be
evacuated:

(@) As soon as their medical condition permits or when local stabilization
capabilities have been reached.

(b) When medical authorities have determined that travel will not aggravatetheir
medica condition (at a minimum, patients will have their airway secured, bleeding stopped,
shock treated, and fractures immobilized).

(©) When suitable receiving M TFs and transportation have been arranged.

b. Esimatefor Theater HSSRequirements. Theestimatefor theater HSS requirements
is based on empirical data accumulated for each Service for the major categories of patients
wounded in action and DNBI. Planning factors, such asthe theater PM policy, bed availability,
casualty rates, admission rates, and the PM delay policy are anayzed to calculate HSS theater
requirements. Empirical dataincludes:

(1) PAR.

(2) PM delay.

(3) Averagelength of stay.
(4) Percent evacuated.

(5) Dispersion factors. Dispersion factors are contained in the Joint Strategic
Capahilities Plan, Hedlth Service Planning Guiddines. These guidelines should be used as
defaultsfor dl CICS-directed planning factors.

c. Planning Factor for CL VIII (b) Blood Products. The planning factor for blood
products in a theater is 4.0 units of liquid red blood cells per initid admission. This factor
accounts for all blood use through al levels of care. An appropriate breakout is 1.0 unit per
wounded in action and/or NBI at FRC capability, 2.0 units at theater hospitalization capability,
and 1.0 unit at definitive care capability. Thereceipt, storage, and distribution of blood products
require specia consderation and proceduresto ensure acoordinated effort and maximum use of
communications, storage facilities, and transportation. The Air Force component will staff and
operate BTCs. Thecentersarelocated at mgjor airfields, and blood products are managed by the
JBPO or area JBPO. One or more BTCs are located in each area of responsibility (AOR) and/
or JOA.
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4. Checklist for Health Service Support Planning
a Arethemedica tasks, functions, and respongbilitiesdelinested and assgned?

b. Is a comprehensive deployment hedth survelllance plan developed? Predeployment
(e.g., predeployment heal th assessments, serum samples collected, preliminary hazard assessment
conducted and preventive medi cine countermeasuresintegrated into the plan); deployment (e.g.,
site assessments and baseline, routine and incident-specific occupational and environmental
monitoring and DNBI/BI statistics); and post-deployment health assessments, serum sample
collection actions fully planned, with responsibility delinested and task assigned?

c. Arethere any specific plans, policies, agreements, or treaties to consder?

d. Areprovisions madeto provide emergency medical assistanceto US nationals (Federa
government employees, contractors, retirees, civilians, NGOs, |GOs) in the JOA and to EPW,
detainees, civilian internees, didocated civilians, and any others?

e. Hasthetheater PM policy been established? If so, have requirements for hospitals and
PM workload been identified?

f. Aredl unitsonthe TPFDD and scheduled for timely arriva,, including sufficient preventive
medicine assets to protect the hedth of the personnel as they begin to arrivein theater (time of
highest hedth risk).

g. Areproceduresin placeto obtain PAR datafrom the personnel community at least once
weekly for the calculation of DNBI rates?

h. Have estimates of medica sustainability and anticipated resupply requirements been
established?

i. HasaJTF JPMRC been established to coordinate movement of patients within and out
of the assigned JOA?

J. Hasablood program system been established?

k. HasaJBPO been activated to plan and coordinate the handling, storage, and distribution
of whole blood within the assigned JOA and consolidate and forward resupply requirementsto
the ASBPO?

|. Havemedicd personnd augmentation packagesbeenidentified and requirementssubmitted?
Do hospitd shaveenough personnd and equipment to support movement of criticd patients? Arethere
aufficient litters, straps, blankets, and other suppliesasrequired, to support anticipated workload?

m. Hasamedica PM policy been established?
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n. Havethenumbers, types, andlocationsof PM conveyancesbeenidentified? Arethey sufficient
to meet projected workload?

0. Hasanevacuationplanfor ground and air ambulancesbeen prepared?

p. Are noncombatant evacuees a consideration for HSS?

g. Aresufficient aeromedica staging assets planned or in place?

r. AreAE liaisonteamslocated at key locations within each component’smedica system?

S. Have preventive medicine procedures been established and sufficient personnel identified
to ensure protection of the health and well-being of personnel assigned to the JTF?

t. Have medica communications channels, frequencies to be used by medical personnel,
and al medical communications requirements been identified?

u. What medical and nonmedical threats could impact HSS operations and requirements?
What finished medical intelligence products are available from the AFMIC on the AOR?

v. Has the supported commander requested that the AFMIC be tasked to provide an area
medical threat assessment? Have HSS planners identified and received al required threat
information, medical and nonmedical, needed for effective planning?

w. What military forces are involved? What are their organic medical capabilities?

X. If other nations are involved, what are their unique medica requirements?

y. Are HN medical support systemsin place?

z. What are the HSS reporting requirements and have responsibilities been assigned to
meet requirements.

aa. Should civilian contracts for medical support be considered?
bb. Is pre-regulation of patientsto specific hospitas required?

cc. Aresaufficient suppliesand equipment inplace; hasaprogram for sustainability and resupply
been established; isatheater sngleintegrated medicd logigtic systemrequired?

dd. Hasliaison or coordination with other agencies been established?

ee. Have dl other areas of joint HSS been addressed such as dental, mental hedlth, and
veterinary support?
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ff. Havegpecid teeamsbeenidentified and contacted to providereachback consultation asneeded?

0g. Ensure religious support teams are in place to provide service to staff aswell as sick
and injured persons.
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Intentionally Blank
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CHAPTER IV
HEALTH SERVICE SUPPORT OPERATIONAL CONSIDERATIONS

“Pay every attention to the sick and wounded. Sacrifice your baggage, everything
for them. Let the wagons be devoted to their use, and if necessary your own
saddles.”

Napoleon |
1. Civil Support Operations
a. Introduction

(1) The US military organizes, trains, and equips forces primarily to conduct
combat operations. Inherent within the combat capabilities of the Services, is the military’s
ability to rapidly respond to assist civil authorities for domestic emergencies such as disasters,
authorized law enforcement, and other activities that exceed the capability of civilian agencies.
This capability described as civil support (CS) is one of two HSS mission areas for DOD.

(2) National Response Plan (NRP). The most prominent CS plan is the NRP, which
is the primary federal mechanism through which DOD support is requested for domestic
emergencies. The NRP describes the policies, planning assumptions, and a CONOPS that guide
federal operations following a Presidential declaration of a major disaster or emergency. The
NRP is coordinated and managed by DHS and FEMA and is the result of agreements between
DHS/FEMA and the primary and supporting federal agencies responsible for providing disaster
relief support, including the DOD. DOD resource support under the NRP includes personnel,
equipment, and supplies in the absence of other national disaster system resource capabilities.
Support is provided with the provision that it does not conflict with DOD’s mission or its ability
to respond to operational contingencies.

b. Principles of Defense Support of Civil Authorities (DSCA)

(1) The President and the SecDef establish priorities and determine what DOD resources
will be made available for CS. CCDRs ensure that DOD resources are used judiciously by
adhering to the following principles:

(a) Civil resources are applied first in meeting requirements of civil authorities.

(b) DOD resources are provided only when response or recovery requirements
are beyond the capabilities of civil authorities (as determined by DHS/FEMA, Joint Director of
Military Support [JDOMS], or another lead federal agency for emergency response).

(c) DOD specialized capabilities (e.g., airlift) are used efficiently.

(d) Military forces shall remain under military C2 under the authority of the DOD
EA at all times.
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(2) DOD components shall not perform any function of civil government unless
absolutely necessary and then only on a temporary basis under conditions of immediate response.

c. Roles and Responsibilities. Requests for HSS during disasters in CONUS will normally
be initiated by DHS, through submission of a request for assistance or mission assignment.
Requests typically flow from FEMA to JDOMS and are processed forward to SecDef for approval.

For more information, see JP 3-26, Homeland Security and JP 3-28, Civil Support.
2. Stability Operations and Crisis Response Contingencies

a. General. Stability operations encompass various military missions, tasks, and activities
conducted outside the United States in coordination with other instruments of national power to
maintain or reestablish a safe and secure environment, and provide essential governmental
services, emergency infrastructure reconstruction, and humanitarian relief.

(1) Stability operations objectives could include the restoration of services such as
water, sanitation, public health, and essential medical care. The desired military end state in the
health sector should be an indigenous capacity to provide vital health services. In stability
operations, another government agency will typically serve as the lead; DOD should be prepared
to support this agency. However, the US military forces should be prepared to lead the activities
necessary to accomplish these tasks when indigenous civil, USG, multinational, or international
capacity does not exist or is incapable of assuming responsibility. Once legitimate civil authority
is prepared to conduct such tasks, US military forces may support such activities as required or
necessary.

(2) Cirisis response contingencies are normally limited in scope and size, and are often
conducted to achieve a specific objective in an operational area. Joint response contingencies
may be conducted as stand-alone operations in response to a crisis or executed as an element of
a larger, more complex campaign or operation. As an example, crisis response may include the
following: employment of overwhelming force in peace enforcement, a single precision strike,
or a noncombatant evacuation.

(3) TheJFC and JFS should ensure medical personnel and capabilities are prepared to
meet not only the military but also the civilian health requirements to address patient populations
(e.g., children, elderly, pregnant females) similar to those encountered during FHA operations or
humanitarian and civil assistance activities. Further, the JFC and JFS should ensure medical
personnel and capabilities are prepared to perform with other government agencies, HN ministries,
IGOs, and NGOs. Military-civilian teams that plan and conduct stability operations should
include personnel with HSS expertise.

(4) The JFS should coordinate with public affairs to ensure the release of HSS
information that will inform the indigenous, international, and US domestic audiences of HSS
efforts and health threat information.
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b. Health Service Support Planning Considerations. Commanders planning for HSS
in stability operations should use Chairman of the Joint Chiefs of Staff Instruction (CJCSI)
3110.03C, Joint Strategic Capabilities Plan Logistics Supplement, as guidance. Additional
considerations include; and are not all encompassing.

(1) Medical Intelligence

(a) When planning for and conducting HSS during stability operations, the JFC
and JFS must consider the health threat to the indigenous population, multinational forces, USG
employees, contractors and; as appropriate, IGOs and NGOs; as well as its impact as a contributing
factor to social, political, and economic stability. Stability operations are often conducted in
areas where social services have been disrupted resulting in poor sanitation, inadequate food
and water distribution, civil disturbances, and general civil unrest. Significant health threats are
likely with the high prevalence of diseases that are endemic and/or can become epidemic,
uncontrolled distribution of hazardous wastes and hazardous materials, and environmental
extremes.

(b) Personnel likely to serve in areas where stability operations are conducted
may enter with very little, if any, natural immunity to endemic diseases. The degree of cultural
and social interaction required to support the mission, as well as the sharing of food, quarters,
and recreational facilities with local nationals, may increase the exposure of personnel to diseases
endemic to the host country. For the most part, stability operations may last for extended periods
of time (months or years, not days or weeks) increasing the risk of contracting endemic disease.
The enforcement of proper FHP measures is critical to minimize the risk to personnel.

(2) Medical Logistics. HSLS plays a significant role in the delivery of health care
during stability operations. Prior to a deployment, the JFS determines if there are any special
medical supplies or equipment requirements required for the operation. The HSLS planner
must obtain and coordinate transportation and receive, sort, store, and distribute CL VIII materiel.
Further, health service logistic personnel can assist IGOs, NGOs, and the HN by conducting an
assessment of the military or civilian medical supply infrastructure and industry. Secondary and
tertiary effects of direct assistance must be considered. Procurement of supplies, including
pharmaceuticals, for use on the affected civilian population may be best obtained locally or
regionally. Coordination with the United Nations (UN) Joint Logistics Center, World Food
Program, or World Health Organization may be desirable.

(3) Preventive Medicine. Often the HSS structure will require reliance on contracting
from local sources for food, water, sanitation, public health, and health industry resources.
Procurement of fresh foods and beverages and contracting of food storage facilities are supported
by veterinary personnel through sanitary inspection of local and regional wholesale food
establishments in the operational area. Preventive medicine units can provide health inspections
of retail food establishments and water sources (potable and non-potable).

(4) Force Protection. Insurgent or terrorist forces may not recognize the protection
afforded to medical personnel by the Geneva Conventions. HSS activities may be prime targets
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by these groups, especially if these activities are perceived as contributing to the international
effort and/or the supporting US and/or HN strategic goals. MTFs may be vulnerable to theft and
raids on CL VIII supplies by insurgents or terrorists for their own support or to support black
market activities. The JFC and JFS should ensure adequate force protection measures are
appropriately planned and provided to protect medical personnel from enemy actions.

(5) Legal Issues. Medical obligations under international law will be particularly
crucial to the management of nonmilitary personnel such as HN civilians or TCNSs, detainees,
civilian refugees, and internally displaced persons (IDPs). US military forces should be prepared
to lead the activities necessary to accomplish this medical task when indigenous capacity does
not exist or is incapable of assuming responsibility. The JFC and JFS must plan to address these
obligations. Once legitimate civil authority is prepared to conduct and sustain the medical
support task to these populations, US military forces may provide support as required or necessary.

c. When preparing for and conducting operations during stability operations and joint
response contingencies, elements of the health threat to the indigenous population, allied and
coalition forces, USG employees, DOD contractors and, as appropriate, [GOs and NGOs must
also be assessed. The impact of the health threat as a contributing factor to social, political, and
economic stability in both peace and other operational environments must be considered. The
general environment in which these types of operations are conducted ranges from peaceful,
developing countries with no apparent internal or external instabilities to countries with limited
resources and a poorly led population assailed by active insurgent movements, diseases, and
dependency on FHA.

d. Within stability operations and joint response contingencies, US efforts may focus on
foreign internal defense operations such as security assistance, FHA, or HN logistic support.
These operations are often conducted in areas where social services have been disrupted, resulting
in poor sanitation, inadequate food and water distribution, civil disturbances, and general civil
unrest. Significant health threats are likely, with the high prevalence of diseases that are endemic
and/or can become epidemic, uncontrolled distribution of hazardous wastes and hazardous
materials, and environmental extremes.

e. In general, areas where assistance teams and units may be employed will likely have a
very low standard of living and high incidence of endemic and epidemic diseases. US forces
serving in these areas will enter with very little, if any, natural immunity to endemic diseases.
The degree of cultural and social interaction required to support the mission, as well as the
sharing of food, quarters, and recreational facilities with local nationals, will increase exposure
of US personnel to diseases endemic to the host country. For the most part, assistance operations
will last a relatively extended period of time (past 30 days) and will increase the risk of contracting
the endemic disease.

f. Insurgent or terrorist forces may not recognize protection afforded to MTF and HSS
personnel by the Geneva Conventions. HSS activities may be perceived as prime targets by
these groups, especially if these facilities are perceived as making a major contribution to
international efforts and/or the HN government. MTFs will also be vulnerable to theft and raids
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on CL VIII supplies by insurgents or terrorists for their own support or to support black market
activities.

g. In some situations, the in-country components of the US logistic system in support of
US assistance forces will be austere. Often the HSS structure will require reliance on contracting
from local sources for food, water, sanitation, public health, and health industry resources if in
compliance with regulatory and policy guidance. Procurement of fresh foods and beverages
and contracting of food storage facilities are supported by veterinary personnel through sanitary
inspection of local food establishments in the operational area.

h. HSLS plays a significant role in the delivery of health care during stability operations
and joint response contingencies. Prior to a deployment on noncombatant evacuation operations,
the senior medical person accompanying the force determines if there are any special medical
supply or equipment requirements. In disaster relief operations, the management of CL VIII
materiel is critical to the successful completion of the mission. In FHA operations, the health
service logistic planner must obtain and coordinate transportation and receive, sort, store, and
distribute CL VIII materiel. In nation assistance operations, health service logistic personnel
can assist the international community and a HN by conducting an assessment of the military or
civilian medical supply infrastructure and industry. In peace support operations, the HSLS
mission is more the traditional support to a deployed force.

1. Coordination with the Commander, USTRANSCOM for intertheater PM can be greater
in stability operations and joint response contingencies scenarios than in war. US Navy and US
Marine Corps transportation assets may be used to support all aspects of HSS in stability operations
and joint response contingencies, based on the availability and proximity to coastal waters.

-
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When tarmacs are available, coordination with US Air Force transportation should be considered
when time is a factor. These circumstances will demand comprehensive HSS planning. HSS
planning must be based on current, accurate medical intelligence and include the total involvement
of the US country team and coordination with relevant international and HN civilian officials
prior to the execution of operations. Some principles of HSS logistic support in stability operations
and joint response contingencies can be seen in Figure I'V-1.

J. Medical obligations under international law will be particularly crucial to the management
of lawful or unlawful personnel such as EPWs, refugees, IDPs, detainees, and lawful or unlawful
combatants. HSS plans must detail the degree of care offered to these groups and how continuity
of care is to be provided, when needed.

(1) Urgent medical treatment, not otherwise available, will be offered, in coordination
with mandated IGOs, to refugees, IDPs, and other civilians, and is dependent upon the operational
situation.

(2) Detainees and lawful or unlawful combatants may receive urgent medical treatment
in MTFs, but are unlikely to remain in theater hospitals or be evacuated to definitive and

rehabilitative care MTFs in CONUS. An alternative source of definitive treatment must be
organized as part of the overall HSS plan.

PRINCIPLES OF HEALTH SERVICE LOGISTIC SUPPORT IN
STABILITY OPERATIONS AND JOINT RESPONSE CONTINGENCIES

Unity of Effort

Objective Legitimacy

Principles of
Health Service
Logistic Support

Security Perseverance

Restraint

Figure IV-1. Principles of Health Service Logistic Support in Stability Operations
and Joint Response Contingencies
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k. National law will concern a range of issues, particularly regarding the provision of medical
evidence for inquires into deaths and severe injury.

l. Financial issues for consideration during stability operations and joint response
contingencies include:

(1) The size and shape of HSS resources available to support the HSS CONOPS.

(2) Maintenance costs, particularly the provision of medical materiel, resupply, and
PM.

(3) Medical supplies approved for donation, eligibility determination, credentialing,
malpractice suits, and reimbursement procedures for HSS and supplies.

3. Medical Civil-Military Operations

a. Civil-military medicine is a discipline within operational medicine comprising public
health and medical issues that involve a civil-military interface (foreign or domestic), including
military medical support to civil authorities (domestic), medical elements of security cooperation
activities, and MCMO.

b. MCMO are health-related activities in support of a JFC that establish, enhance, maintain,
or influence relations between the joint or coalition force and HN, multinational governmental
authorities and NGOs, and the civilian populace in order to facilitate military operations, achieve
US operational objectives, and positively impact the health sector. MCMO will normally be
performed by joint or coalition medical personnel and CA forces, in coordination with other
USG or multinational agencies. The subsets of MCMO include peacetime medical elements of
security cooperation activities, HA, disaster response and disease outbreak response in a
permissive environment, pre-conflict health-related civil-military activities, and health related
civil-military activities during major campaigns and operations, and post-conflict stability
operations. HSS personnel may be tasked to conduct or support MCMO in activities that build
HN capacity in the public health sector. Close coordination between the JES and CA elements
is essential to the success of MCMO. General guidance for CMO is provided in JP 3-57, Joint
Doctrine for Civil Military Operations. MCMO actions may be in addition to activities covered
under Title 10 USC, Section 401. These operations are often conducted in areas where social
services have been disrupted, resulting in poor sanitation, inadequate and unsafe food and water
(as well as distribution problems), civil disturbances, and general civil unrest, diseases,
uncontrolled distribution of hazardous wastes and hazardous materials, and environmental
extremes. In this environment, there are several HSS activities that may be appropriate for
MCMO that include: public health activities, to include preventive medicine, personal sanitation
and hygiene, safe food and water preparation and handling, infant and child care, preventive
dental hygiene, immunizations of humans and animals, veterinary care and behavioral health
surveillance and support; development of logistic programs, preventative health measures for
local/intrinsic industry, continuing HSS education programs and HSS intelligence and threat
analysis, and assistance in upgrading and devising methods for supplying and sustaining existing
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HN medical infrastructure and facilities. The focus of HSS initiatives during MCMO is to
improve HN capacity to provide public health and medical services to its population, thereby
enhancing legitimacy of the HN, enhancing force protection, and accomplishing the JFC’s
political-military objectives. HSS initiatives during MCMO should emphasize long-term
developmental programs that are sustainable by the HN.

c. Medical elements of security cooperation activities encompasses military health-related
peacetime activities with other nations that are projected to shape the security environment by
building the capability and interoperability of allies, and potential coalition partners. Programs
include military-to-military exercises and operations that establish, shape, maintain, and refine
relations with other nations; and capacity building projects in the health sector that transfer
technical knowledge, skills, and other resources to individuals and institutions so they acquire
the long-term ability to establish and deliver competent public services. These activities are
designed to support a geographic combatant commander’s (GCC'’s) theater strategy and security
cooperation plan.

d. If assigned MCMO missions, JFSs and joint medical planners must consider, in
consultation with counterparts in civilian USG agencies, the different types of medical resources
required to conduct such operations. HSS must coordinate closely with CA elements and
information operations to ensure unity of effort. Every effort must also be made to ensure
proper coordination with the USG civilian agency or agencies that may have the lead for all or
part of a given operation. Coordination with other agencies in the JOA may also be necessary.
These agencies may include, but are not limited to: allies, coalition partners, HN agencies,
NGOs, IGOs, and other groups to include religious organizations. The JFC and JFS should not
assume the lead for projects in the HN health sector (except during an occupation). The HN
should have ultimate ownership of all projects, so that activities are sustainable. The JFC and
JFS should ensure that HSS planning for MCMO missions include cultural awareness, and
should take measures to guarantee that these operations support and not detract from the legitimate
authority of a HN government. Furthermore, the JFC and JFS should consider that the unique
venue for MCMO missions is contingent upon several factors that include, but are not limited
to: the level of hostilities, rules of engagement, political climate, economic status, cultural
influences and biases, religious preferences and cultural standards, and other socioeconomic
considerations. Accordingly, the JFC and JFS should ensure that during MCMO missions the
HSS staff includes an international health officer or SME with regional medical expertise and
linguistic proficiency that can foster partnerships with military, civilian, multinational and USG
personnel, IGOs and NGOs, and provide technical expertise, and assistance in identifying and
assessing foreign national public and private health systems, sanitation systems, health services,
personnel, resources, and facilities. Careful attention must be paid to avoiding the appearance
of preferential treatment of individual ethnic groups during MCMO. Efforts should be made to
support an equitable HN health system.

e. The JFC and JFS should also organize HSS elements based on the anticipated needs of
both the joint force and the civilian populace, within the limits of the military mission and
applicable laws and regulations. HSS representatives should seek to participate in all relevant
civilian and military coordination mechanisms. HSS personnel should also be aware of, and
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consider joining, any existing coordination centers, such as the UN-OCHA'’s on-scene operational
coordination center. In order to adequately anticipate noncombatant needs, JF'Ss and joint medical
planners must conduct a health service assessment that examines the factors listed in Figure
IV-2. Standards of care should be agreed upon with HN and the lead USG agency during
mission planning; normally, HN standards or international consensus minimum standards (such
as Minimum Standards in Disaster Relief, World Health Organization) should be used. The
JFC, JFS, and CA should monitor MCMO throughout planning and execution and should utilize
both measures of performance and measures of effectiveness. Planners should anticipate
unintended consequences and should correct for these during and after execution. The JFC and
JFS should be cognizant that in MCMO, the provision of HSS and health education play a direct
role in countering both medical and general threats and provide a noncontroversial and cost-
effective means of utilizing the military element to support US national interest in another country
by:

(1) Assisting with the development and refinement of the HN medical infrastructure.

(2) Provide and assist with sustaining the basic necessities of life for the general
population through development and/or enhancement of the HN civilian medical programs.

(3) Providing assistance in establishing, repairing, or improving basic health and
sanitation services, especially if these have been degraded by military operations.

(4) Monitoring civil health indicators and health risk (i.e., life expectancy, infant
mortality rate), in conjunction with medical intelligence and the J-2.

f. Significant health benefits can be derived from nonmedical interventions, such as
improving the water supply, electrical grid, ensuring security of health facilities, etc. JFSs and

HEALTH SERVICE ASSESSMENT FACTORS

¢ Population Demographics ¢ Political Impact of Providing Care to
* Sanitation and Personal Hygiene the Local Population

* Endemic and Epidemic Disease * Anticipated Type, Number, and
Surveillance Capabilities of Relief Organizations

* Available Medical Intelligence * Secondary and Tertiary Hospital

Facilities and Supporting
Transportation

¢ Local Facilities for Production of
Medical Equipment and Supplies

« Primary Care Capabilities e Education and Training Levels of HSS
y P . Professionals and Technicians
¢ General Health of the Population « Ongoing International and Local

* Baseline Health Indicators Civilian Assistance Efforts

e Availability and Accessibility of Health
Care Delivery Systems and Process

e Cultural Factors Related to Health
Service Support (HSS)

Figure IV-2. Health Service Assessment Factors
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joint medical planners should coordinate with other sections of the JTF (such as the J-4 logistics
and engineers, J-3 force protection, etc.) to accomplish this.

4. Special Operations Forces

a. General. SOF are specially organized, trained, and equipped forces of the Army, Navy,
and Air Force that conduct unconventional warfare, direct action, special reconnaissance, foreign
internal defense, counterterrorism, psychological operations, CA operations, counterproliferation
of WMD, and information operations. SOF missions are often highly classified and conducted
in remote and/or denied settings. The nature of SOF missions requires small, highly skilled, self-
contained teams that can be easily inserted and extracted by air, sea, and land.

b. Organic HSS Capability

(1) Medical planning. The Commander, US Special Operations Command, provides
SOF to the supported commanders. To provide the necessary unity of command, each GCC has
established a subordinate unified command to serve as the functional special operations command
(SOC). The SOC component commander coordinates conventional HSS packages to augment
SOF organic medical capability.

(2) SOF HSS. SOF HSS includes limited quantities of medical, surgical, critical care
management, CASEVAC, patient holding, and primary care capabilities. SOF enlisted medical
personnel receive enhanced medical training that allows independent duty capabilities which
exceed those of their conventional counterparts. HSS of special operations units is characterized
by an austere structure and a limited number of medical personnel with enhanced medical skills,
to include emergency treatment, advanced trauma management, preventive medicine and limited
veterinary and dental care. The primary focus of SOF HSS is to provide essential care and
manage casualties until force extraction from the operational area. Consequently, joint medical
planners must develop a flexible medical structure linking the required conventional HSS as far
forward as the joint special operations task force, forward operations bases, and intermediate
staging bases. Critical support requirements include forward surgical support, blood and blood
products, and linkage to strategic air movement.

(3) SOF Operational Medicine

(a) SOF medics are all SOF paramedic and special operations combat medics.
They are capable of providing advanced tactical combat casualty care. Additionally, special
forces, Air Force SOF medical element, and senior sea-air-land team (SEAL) corpsmen are
advanced medics with Service independent duty designations. These enlisted medics are trained
as independent, interoperable combat medics with the Service/mission unique medical capabilities
(sea based, small unit operations, veterinary, or aviation medicine).

(b) Air Force pararescuemen, SOF medical element medics, and Special
Operations Aviation Regiment medics provide SOF with a personnel recovery and CASEVAC
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capability aboard Air Force and Army special operations aviation assets. Both Air Force and
Army assets support all SOF operations — regardless of the lead Service.

(c) Squadron, group, platoon, battalion, or team physicians, physician assistants
(PAs), dentists, veterinarians, and preventive medicine professionals providing augmentation,
advice, and expertise to the SOF health care team support SOF medics at forward staging bases.
Air Force and Army special operations support organizations provide advanced trauma
management, sick call, logistic support, blood, laboratory, patient hold, and transportation
capabilities to support special operations bed down locations.

(d) Forward surgical capabilities are provided by Air Force Special Operations
Command’s special operations surgical teams and special operations critical care evacuation
teams (SOCCETs). These small, mobile, lightweight teams are comprised of specially trained
and equipped general/trauma surgeons, orthopedic surgeons, emergency physicians, nurse
anesthetists, cardiopulmonary and surgical medical technicians. These teams, when combined
with the US Army Special Operations Command’s special operations support organizations
create a more robust SOF medical capability.

(e) CA units do not have an organic HSS capability. CA battalions have medical
personnel assigned, but are organized to only provide advice and expertise to the supported
missions and not HSS to the force. Medically trained personnel in CA battalions provide assistance
in identifying and assessing foreign public and private health systems, to include health and
sanitation systems, agencies, personnel, and facilities. CA specialties may work with NGOs and
IGOs to rehabilitate or develop functional health care systems within the JOA.

(f) Naval special operations forces (NAVSOF). HSS assets assigned to SEALS,
SEAL delivery teams, and special boat teams have first responder capabilities for basic clinical
care, emergency medicine, trauma care, and CBRN casualties. NAVSOF units have no organic
FRC, aecromedical, MEDEVAC, preventive medicine, laboratory, veterinary or dental capabilities.
Deployed NAVSOF forces rely on other conventional Army, Navy, Air Force and SOF HSS for
nonorganic medical capabilities. HSS personnel assigned to NAVSOF support units include
undersea medical officers, PAs, independent duty hospital corpsmen, diving medical technicians,
hospital corpsmen and special operations medics, providing first response capabilities. NAVSOF
units deploy with basic allowance of medical supplies and equipment and can be resupplied.

c. SOF Health Service Support Planning

(1) The goal of special operations HSS planning is twofold: first, provide integrated,
augmented conventional support into the concept of the special operations mission without
compromising the objectives; second, articulate the unique challenges of the operation that will
complicate the delivery of HSS by conventional units (see Figure IV-3). The SOF HSS must
ensure that the conventional HSS planner understands these aspects. The conventional HSS
planner must translate SOF-unique requirements into the conventional HSS infrastructure best
suited to support the mission.
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CHALLENGES OF PATIENT MOVEMENT DURING
SPECIAL OPERATIONS
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Figure IV-3. Challenges of Patient Movement During Special Operations

(2) Unique challenges of HSS to SOF must be incorporated into HSS planning at the
theater JFS staff level, with full knowledge and concurrence of SOC planning staff. HSS must
be planned and coordinated with subordinate joint force elements by the theater JES staff.

(3) The JFS and theater SOC and/or SOF component HSS planners develop
comprehensive operational area-specific plans to support the special operations mission planning
and execution cycle. Essential aspects of these plans link SOF with conventional HSS.
Additionally, strategic and operational circumstances may require arrangement for HN hospital
support for special operations missions terminating in friendly territories within a theater.

(4) SOF missions that may require special management of SOF personnel will be
coordinated by the SOF medical planner or special mission unit medical or counterintelligence
professionals to ensure SOF operations are integrated into conventional medical capabilities
with the least opportunity of mission compromise.

(5) SOF entry to the conventional HSS system may occur at the nearest forward
resuscitative care capability but will normally occur at the first MTF of admission.

5. Multinational Operations

a. Introduction. Joint operations conducted in today’s global environment will normally
be multinational in nature, not unilateral. Multinational operations occur when two or more
nations join their armed forces to accomplish a common objective. The two types of multinational
force structures are alliances and coalitions.

(1) These forces must create a structure that meets the needs, diplomatic realities,
constraints, and objectives of the participating nations. Multinational operations may also be
conducted under the auspices of an IGO, such as the UN.
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(a) Alliances are the result of formal agreements between two or more nations
to accomplish broad, long-term objectives. The alliances normally adopt interoperability standards
and procedures, which are codified in standardization agreements. The North Atlantic Treaty
Organization (NATO) is an example of an alliance.

(b) Coalitions are ad hoc arrangements between two or more nations for the
accomplishment of a specific objective. Once the objective is accomplished, the coalition is
p p )| ) p

disbanded.

(2) Multinational support operations are complicated by a number of characteristics
that impact fundamentally upon the provision of HSS.

(a) Unique nature of every individual operation.
(b) Geographic, topographic, and climatic variations of the operational area.
(3) Numbers of individual nations involved in each operation.
(4) Variations in national standards of HSS and equipment.
(5) Language and communications differences.
(6) Political complexity and dynamic nature of each operational scenario.
(7) Mission of medical support forces.

(8) Differences in individual national objectives and/or restrictions for participation
in operations and integration of overall mission goals.

(9) Medical staffs may face numerous challenges affecting the health of multinational
personnel deployed on operations. Therefore, multinational HSS operations require clearly
defined guidance. Common HSS challenges in multinational operations are shown in Figure
V-4,

(10) HSS plans must be tailored to each operation and meet the demands of geography,
individual national needs, language, and communication difficulties. Plans must be capable of
rapid implementation, but at the same time be flexible enough to manage rapidly changing
operational demands.

(11) Every deployed multinational force normally has a surgeon and/or chief medical
officer who has direct access to the multinational force commander (MNFC).

(12) Each deployed national contingent that has HSS personnel must have a single
designated individual who has the clinical responsibility for all national HSS matters.
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HEALTH SERVICE SUPPORT CHALLENGES IN
MULTINATIONAL OPERATIONS
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Figure IV-4. Health Service Support Challenges in Multinational Operations

b. Principles of Multinational Operations. To qualify to participate in the MNF (and for
subsequent multinational resourced medical treatment, PM, and personal disability compensation),
national contingents and individuals allocated or contracted to multinational operations must
meet the basic standards of individual health and physical fitness laid down by the chief medical
officer staff.

(1) Contributing nations bear ultimate responsibility for ensuring the provision of HSS
to their forces allocated to multinational operations. This may be discharged in a number of
ways, including agreements with other nations or the appropriate multinational planning staffs
and MNFCs.

(2) International Conventions for the Treatment of the Sick and Wounded. HSS for
operations will comply with provisions of the Geneva Conventions. Persons entitled under the
terms of the Conventions shall, without discrimination, receive medical treatment on the basis
of their clinical needs and the availability of HSS resources.

(3) Standards of HSS. Operational HSS to MNFs must meet standards that are
acceptable to all participating nations. Care provided to US forces participating in a multinational
operation must meet US standards.

(4) Estimation of Medical Risk. Estimation of medical risk and the associated casualty
rates is the responsibility of the individual nation with HSS advice of the multinational operational
staffs.

(5) Multinational HSS Capabilities. In multinational operations, medical resources
are typically distributed into four tiers on a progressive basis to conduct treatment, evacuation,
resupply and other functions essential to the maintenance of the health of the force. All medical
resources are categorized into four Roles, according to their capabilities and are closely related,
but are not directly interchangeable. Capability describes what function the medical resource
can perform with capability increasing from Role 1 to Role 4. The minimum capabilities of
each Role are intrinsic to each higher Role. As an example, a Role 3 facility has the ability to
carry out Role 1 and Role 2 functions. A medical facility cannot be reduced below the minimum
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capabilities of its given numeric descriptor. Therefore, a medical asset cannot be described as a
Role “minus.” Under battle conditions, the flow of casualties generally follows the pattern from
Role 1 to Role 3 facilities with medical evacuation to Role 4 hospitals taking place as appropriate.

(a) The Role 1 MTF provides primary health care, specialized first aid, triage,
resuscitation and stabilization. Normally included within the basic Role 1 capabilities are routine
sick call and the management of minor sick and injured personnel for immediate return to duty,
as well as casualty collection from the point of wounding and preparation of casualties for
evacuation to the rear. Role 1 is the lowest level where at least one medically qualified doctor is
available.

(b) A Role 2 MTF is a structure that is capable of the reception and triage of
casualties, as well as the capacity to perform resuscitation and treatment of shock to a higher
level than Role 1. It usually includes damage control surgery and a limited holding facility for
the short-term holding of casualties until they can be returned to duty or evacuated. The
deployment of Role 2 MTFs is mission-dependent and some Role 2 MTFs are structured with
improved clinical capability. These Role 2 MTFs are classified into Role 2 light maneuver
(2LM) and Role 2 enhanced (2E).

1. 2LM MTFs are light, highly mobile MTFs designed to support land
maneuver formations (normally brigade level). A Role 2LM MTF is able to conduct advanced
resuscitation procedures up to damage control surgery. It will always evacuate its post surgical

cases to Role 3 (or 2E for stabilization and possible primary surgery before evacuation to Role
4.

2. 2E MTFs are effectively small field hospitals. They provide basic
secondary health care, built around primary surgery, intensive care unit, and nursed beds. A 2E
MTF is able to stabilize postsurgical cases for evacuation to Role 4 without the requirement to
first route them through a higher MTF.

(c) Role 3 MTFs are designed to provide theater secondary health care within the
restrictions of the theater holding policy. Role 3 medical support is deployed hospitalization and
the elements required to support it. It includes a variety of mission-tailored clinical specialties
including primary surgery and appropriate diagnostic support.

(d) ARole4MTF provides the full spectrum of definitive medical care that cannot
be deployed to theater or is too time consuming to be conducted in theater. It typically includes
definitive care specialists, surgical and medical procedures, reconstructive surgery, and
rehabilitation.

(6) Multinational HSS capabilities are normally provided appropriately to a particular
operation. Policy for national contributions will generally be as follows:

(a) Role 1 — National responsibility.
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(b) Role 2 — National and/or lead nation. For the United States, Role 2 is a
national responsibility.

(c) Role 3 — National and/or lead nation. For the United States, Role 3 is a
national responsibility.

(d) Role4— National and/or force provided (contracted). For the United States,
Role 4 is a national responsibility.

c. Multinational Planning Considerations

(1) Contributing nations retain ultimate accountability for the health of their forces,
but, the MNFC will normally share the responsibility for or has an interest in the health of
assigned forces. To meet this requirement, the MNFC needs appropriate HSS staff available at
the early stages of planning HSS for an operation.

(2) National HSS systems should be retained as an organic force structure to the
contributing nation’s forces as much as possible. However, HSS planners must seek to take
advantage of economies of scale which may be achieved from multinational concepts such as
lead nation responsibilities, role specialization, and mutual assistance.

(3) The HNS resources available in the operational area are the key to determining the
size and capability of the HSS organization that the MNF must establish. The more HNS available
for use, the less that has to be found from contributing nations. Overall, a mixture of medical
intelligence analysis and on-the-ground reconnaissance assesses HNS capabilities. A key issue
will be the standards of HSS available, compared to the MNF and national contingent criteria.

(4) HSS requirements are to be determined by the appropriate MNFC in consultation
with contributing nations and the HSS planning staff. HSS resources will be specified as those
necessary to prevent and control DNBI and to collect, evacuate, and treat casualties.

(5) Maximum effort must be made to tailor HSS mission requirements. HSS planners
must find a balance of capabilities. An example may be to organize a single nation to provide a
particular function, such as AE, for all contingents.

(6) From the outset of an operation, policy must be established regarding the entitlement
of non-US military and/or nonmilitary staffs and other authorized personnel in-theater and for
all medical treatment other than emergency measures.

(7) Establishing the PM policy is a command decision of each nation. HSS and logistic
staffs will advise. The force theater surgeon will promulgate recommendations and will monitor
the established PM policy.

(8) A comprehensive and effective communications system and intelligence plan is
fundamental to multinational HSS planning considerations. It begins prior to deployment, with
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the establishment of a competent HSS planning team at the MNF HQ. Itis also crucially dependent
upon the following.

(a) Clearly established lines of accountability and control agreed to by all
participating contingents.

(b) Liaison at every level including HNS and any NGOs in theater.

(9) Preventive Medicine Capability. The expertise to manage preventive medicine
responsibilities must be made available at all levels. The requirement will be for preventive
medicine units as well as individual experts. The provision of this capability lends itself well to
a lead nation approach. The shape and size of in theater preventive medicine capability will be
dictated primarily by the following.

(a) The size of the MNF to be supported, its dispersal, and the theater topography.

(b) The capability of national contingents to implement preventive measures
independently.

(c) The responsibility to ensure that personnel are prepared and appropriately
trained in field preventive medicine measures prior to deployment to an operation. This must
include the necessary pretreatments, chemoprophylaxis, barrier creams, and immunizations.

1. Recommendations for pretreatment, immunization, and chemoprophylaxis
for the MNF will be made by the chief medical officer during the initial planning stage, but it
remains the responsibility of each nation ultimately to ensure that its personnel are adequately
protected.

2. A MNF policy must be issued as early as possible regarding the prophylaxis
measures that must be taken by all individuals deploying into the operational area. Instructions
must cover measures to be taken prior to deployment, while in-theater, and during post-
deployment.

(d) It is a national responsibility to maintain high standards with regard to the
provision of food and water, as well as field sanitation standards.

1. JFS and/or chief medical officer will inspect and audit national measures
to ensure that acceptable standards are maintained in these areas.

2. Minimum standards acceptable to all participating nations must be
maintained if the MTFs are to be used to support personnel outside the respective national force.

(10) The chief medical officer’s force hygiene officer is responsible for coordinating
preventive medicine services such as regional spraying or vector control and advising on placing
local population centers and/or facilities off limits.
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(11) Education on prevention of diseases is a national responsibility.

d. Patient Movement in Multinational Operations. The theater PM policy, known in
some nations as a holding policy, is the key to balancing the treatment capability available at
each level of care against the required medical PM assets. The provision of resources will be
coordinated by the MNF HSS planning staff, but will comprise assets from a number of sources,
including HNS. Theater medical PM requires careful planning and an acquisition and cross-
servicing agreement.

(1) PM from point of injury to Role 1 — National responsibility.
(2) PM from Role 1 to Role 2/3 — National, force, and lead nation.
(3) PM movement to Role 4 — National, force, and lead nation.

e. Personnel in Multinational Operations

(1) National contingents will be expeditiously notified through designated national
liaison POCs of individuals that become critically injured and/or ill or die.

(2) Medical obligations under international law will be particularly crucial to the
management of lawful or unlawful personnel such as EPWs, refugees, IDPs, and other civilians,
detainees, and lawful or unlawful combatants. HSS plans must detail the degree of care to be
offered to these groups and how continuity of care is to be provided, when needed.

(3) Only urgent medical treatment, within the capability of the deployed multinational
medical force and not otherwise available, will be offered to refugees and IDPs.

(a) Detainees and lawful or unlawful combatants may receive urgent medical
treatment in force MTFs, but are unlikely to remain in theater hospitals or be evacuated to force-
provided definitive and rehabilitative care MTFs for continuing treatment. An alternative source
of definitive treatment must be organized as part of the overall HSS plan.

(b) Customary international, US, and HN law will concern a range of issues,
particularly regarding the provision of medical evidence for inquiries into deaths and severe

injury.

f. Health Service Logistics in Multinational Operations. The holding, issuing, and
accounting for all medical, dental, and veterinary supplies (equipment, pharmaceutical, and
consumables) to a MNF is a major undertaking. It is a joint responsibility of the chief medical
officer and the chief health service logistic officer, whose offices must cooperate to create a
system with the necessary reliability, flexibility, and speed. The supply of blood and blood
products to multinational operations is a complex and sensitive issue, stemming from the wide
disparity of standards between nations and the legal constraints incumbent upon some of them.
Consequently it is considered as a separate function within health service logistics. The availability
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of blood and blood products is essential for management of the seriously injured and sick. For
the majority of multinational operations, this will require its provision at theater hospitals and at
FRC capabilities if providing resuscitative surgical care.

(1) Formultinational operations, the general principle is that national contingents should
be responsible for the supply of blood to their own injured and sick. In reality, this is not always
a practical proposition. The requirement must, therefore, be that all blood and blood products
used in theater comply with internationally agreed upon standards. Where a particular nation
cannot accept this as policy, they must organize their own system of supply at national expense.

(2) The most cost-effective and rational approach is for the force HSS planning staffs
to coordinate supplies through the lead nation, using supplies from a nation whose blood and
blood products are acceptable to all contingents.

(3) Consider laws and regulations of each country applicable to their personnel (FDA
regulations).

g. Legal Issues in Multinational Operations

(1) Both international and national law, particularly concerning the medical
management of refugees, detainees, and non-entitled civilians, must be considered in multinational
operations. The JFS should be particularly sensitized to the limits imposed by title 10, USC,
which outlines under what conditions non-DOD beneficiaries can receive medical treatment
from US medical forces.

(2) Any pathological materials and/or tissues taken in the course of conducting an
autopsy or preparing a death certificate must be turned over to the decedent’s national
representative. Human remains are returned through designated mortuary affairs personnel. In
addition to the legal issues, social and cultural customs with regard to the disposition of deceased
personnel should be respected to the extent possible.

6. Detainee Considerations

a. During the conduct of joint and coalition operations, the JFS and component medical
forces must be prepared to provide HSS to a wide array of individuals that may be detained by
US forces. JP 3-63, Detainee Operations provides detail guidance for planning and executing
detainee operations.

b. The Army is the DOD EA for the administration of the DOD EPW/Detainee Program,
whereas GCCs are responsible for the overall execution of the program within their respective
AORs.

c. It is DOD policy that all persons detained by the Armed Forces of the US during the
course of military operations shall be treated humanely from the moment they fall into the hands
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of US forces until their release. The inhumane treatment of detainees is prohibited by the Uniform
Code of Military Justice, domestic and customary international law, and DOD policy.

d. Itis DOD policy that all DOD personnel (military and civilian personnel) and contractor
employees who obtain information about a reportable incident (such as abuse) as set forth in
DODD 5100.77 and ASD(HA) Policy Memorandum 05-006, will immediately report the incident
through their chain of command or supervision. Reports also may be made through other channels,
such as the military police, a judge advocate, a chaplain, or an inspector general, who will then
forward a report through the appropriate chain of command or supervision.

e. Itisalso DOD policy that the Armed Forces of the US comply with the principles, spirit,
and intent of the international law of war, both customary and codified, to include the Geneva
Conventions.

f. Medical Care and Treatment. The medical program support for detainee operations
shall comply with the principles, spirit, and intent of the international law of war and the Geneva
Conventions. To the extent practicable, treatment of detainees should be guided by professional
judgments and standards similar to those that would be applied to personnel of the Armed Forces
of the US. Medical program support for detainee operations should:

(1) Provide medical care that focuses upon emergency surgery and essential
postoperative management to prevent probable death or loss of limb or body functions; essential
care; sanitary and preventive medicine measures to include isolation areas, as necessary to prevent
epidemics, routine sick call, and specialized medical care and treatment as appropriate.

(2) Ensure the provision of an initial detainee medical screening that includes an
examination and documentation of the detainee’s physical and medical condition upon initiation
of detention; a monthly medical screening to monitor the general state of health, nutrition and
cleanliness of detainees; and ensures that the detainee repatriation and release procedures include
a medical screening, instructions for the use of prescribed medications, a supply of medications,
and that all appropriate medical and dental records accompany the detainee.

(3) Ensure that the appropriate health care providers are available to address the health
care needs of female and juvenile detainees. Copies of the medical record should accompany
the detainee whenever they are transferred to another facility or repatriated.

(4) Establish accurate and complete medical records on all detainees. Medical records
must be established and maintained for all detainee medical encounters, whether in fixed facilities
or through medical personnel in the field.

(5) Ensure that detainees are not utilized as human subjects for medical/scientific
experimentation.

(6) Ensure that health care professionals charged with any form of assistance with the
interrogation process, to include interpretation of medical records are not involved in any aspect
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of detainee health care. Health care providers charged with the care of detainees should not be
actively involved in the interrogation process, advise interrogators how to conduct interrogations,
or interpret individual medical records/medical data for the purposes of interrogation or
intelligence gathering.

(7) Ensure that the psychologist assigned as the behavioral science consultant that
assists interrogators and the detention staff with interrogations and the management of detainees
is not assigned a mission of patient care. Personnel that comprise the behavioral science
consultation team (BSCT) are not assigned to MTFs and employ their professional training not
in a provider-patient relationship. Therefore, BSCT members should not consult with the detainee
medical treatment team on issues of detainee medical care.

g. Detainee HSS Planning Considerations. The JFS in conjunction with the SJA should
develop detainee medical care policy recommendations for the JFC IAW applicable laws and
regulations. Additionally, the JES should consider the following when developing HSS plans
for supporting detainee operations:

(1) Ensuring that the medical annex of OPLANs and OPORDs, and appropriate
CONPLANSs and FRAGORD:s includes procedures for the treatment of detainees that is guided
by professional judgments and standards similar to those that would be applied to personnel of
the Armed Forces of the United States. Medical support should specifically include: emergency
and essential care, and all sanitary aspects of food service including provisions for potable
water, pest management, and entomological support, preventive medicine (to include
immunizations as directed and established by applicable policies), professional medical services
and medical supply; reviewing, recommending, and coordinating the use and assignment of
medically trained detainees and medical material; and establishing policies for the medical
repatriation of detainees.

(2) Tasking subordinate MTFs/units to support detainee operations and provide medical
care that focuses upon emergency surgery and essential postoperative management to prevent
probable death or loss of limb or body functions; essential care; higher medical care as required
(including dental and optometry); isolation areas (for contagious disease) if necessary, and routine
sick call.

(3) Recommending to the JFC an immunization policy for detainees as dictated by the
disease health threat.

(4) Ensuring the provision for an initial medical screening of detainees that includes
an examination and documentation of the detainee’s physical condition upon initiation of detention,
and the examining of detainees for contagious diseases.

(5) Ensuring that interpreters are available to translate patient complaints to attending
medical personnel.
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(6) Ensuring that plans and appropriate intervention procedures are established for
prisoners on hunger strikes or who refuse treatment.

(7) Ensuring that plans and appropriate procedures are developed to manage an outbreak
of contagious disease within the detainee population.

(8) Aprocess to document detainee authorization for all surgical or invasive procedures
performed on detainees.

7. Chemical, Biological, Radiological, and Nuclear Operations

a. The JFC, at all levels, is faced with the possibility that any operation may have to be
conducted in a CBRN environment. The term “CBRN environment” includes the deliberate or
accidental employment or threat of CBRN weapons and attacks with toxic industrial chemical,
biological, or radiological material. The threat of having to conduct operations in a CBRN
environment pose unique challenges to HSS forces worldwide.

b. The component command surgeons, working with the appointed JFS/JTES are responsible
for guiding and integrating all HSS capabilities available to the command to support mission
accomplishment in an CBRN environment. In planning for HSS in potential CBRN environments,
preparations should include pre-exposure immunizations, pretreatments, prophylaxis, and medical
barrier materials applicable to the entire force including multinational, interagency, and civilian
participants.

c. Concerning Support to Civil Authorities. Terrorist groups may employ CBRN weapons,
or natural and manmade disasters may contaminate areas with toxic materials whose mitigation
will require the efforts of specialized military forces. HSS forces may require coordination and
cooperation with agencies, organizations, and individuals outside the military chain of command
or direct control. In many situations, the JFC may be in a supporting role to civil authorities, or
to HN authorities. Regardless of the role, the JFC and joint force elements must be prepared for
CBRN use and contamination with toxic materials at any point, including the transition from
noncombat to combat environment. In the US, there may be a requirement to augment civilian
medical capabilities in the handling of casualties resulting from CBRN attacks or other toxic
material contamination. The ability of domestic and HN medical facilities to handle MASCALs
from CBRN effects should be assessed and factored into US joint and multinational planning.
Close coordination with HSS and other public health providers in the theater is a vital means of
detecting chemical or biological attacks, since casualties from such an attack may appear initially
in the civilian medical system.

d. Planning for CBRN Operations. In planning to conduct CBRN defensive operations,
the JFS should make good use of the numerous publications each Service produces and consider
potential defensive measures. These defensive measures should include targeting key areas for
surveillance, employing personal protective measures to help prevent exposure, and instituting
detection strategies.
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C-17 taking off with aeromedical evacuation patients.

e. Casualty management. CBRN operations can create large numbers of casualties who
have been exposed to agents, toxins, radiation, or infections. The fact that the exposure was
deliberate does not alter the basic principles of treatment. Medical facilities should, however, be
prepared to respond rapidly as casualty workload will likely peak quickly with little advance
warning. As some biological agents are transmissible between humans, they may cause problems
for some time after any initial attack.

f. Preventive medicine. Preventive medicine specialists play an important role in assessing
the medical threat posed by a CBRN attack. They can identify potential health threats and
determine when to use immunizations, prophylaxis, and other prevention measures. Following
any CBRN attack, special emphasis should be placed upon food and water sanitation, hygiene,
and common prevention measures that reduce the spread of disease. All food, except canned
goods, must be thoroughly inspected before consumption. Insect and rodent control becomes
more important following a CBRN attack because vectors can serve as continuing sources of
infection and spread of contamination. Rigid enforcement of water sanitation and personal
hygiene measures may reduce the attack’s effects.

g. Patient evacuation. One of the first considerations following a CBRN attack is to
determine to what extent evacuation assets will be committed to contaminated areas. In general,
the transport of contaminated patients should be limited to movement that is essential to provide
patient care. Treatment in-place should be weighed against the risk of degrading military
operations by overwhelming in-theater medical assets. If AE assets are requested, prior approval
must be given by the GCC and the Commander, USTRANSCOM. If uncontaminated personnel
are to be sent into contaminated areas to evacuate casualties, some type of exposure guide must
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Decontamination team moves a patient during a field training exercise at Sagami Depot, Japan.

be established and followed. Every effort should be made to limit the number of assets and
people that become contaminated. The decontamination of patients before evacuation will help
limit the spread of contaminants. Further information is contained in the ASD(HA) policy letter
available from the GPMRC web site at: https://business.transcom.mil/gpmrc under the heading
of USTRANSCOM Policies.

h. Patient decontamination and triage. Decontamination of patients serves two purposes.
It reduces the amount of contaminant that is absorbed by the patient, and it protects the medical
staff. Decontamination and triage of CBRN casualties will obviously vary with the situation
and the contaminant. Therefore, medical units should have a basic CBRN MASCAL plan that
can be modified to meet varying situations. Decontamination should be decentralized to avoid
a backup of casualties awaiting cleanup at a central location. Each medical facility must be able
to establish its own decontamination area. As in any MASCAL situation, arriving casualties
should be examined at a triage point and directed to the proper area. An additional triage decision
in CBRN MASCAL situations is whether patients have medical conditions that take priority
over decontamination. Ninety percent of all decontamination can be performed without interfering
with medical treatment simply by removing a casualty’s outer clothing and shoes.

1. Impact on HSS. Even if a CBRN attack produces few fatalities, it may likely result in
numerous casualties who require extensive treatment, and a large number of patients who are
well but will report for medical treatment anyway. Medical staffs will be taxed. Additionally,
medical personnel may need to work in mission-oriented protective posture gear, which will
reduce their effectiveness. Decontamination efforts may reduce staff available to perform medical
functions. As a result, the unit will be considerably less effective.
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8. Mass Casualty Operations

a. The term mass casualties means that a large number of casualties have been produced
simultaneously or within a relatively short period of time. It also means that the number of
patients requiring medical care exceeds the medical capability to provide treatment in a timely
manner. MASCALs may occur at any time — in peace, during stability operations and joint
response contingencies, or during major operations. They may occur as a result of a natural
disaster, the deliberate or accidental release of CBRN agents, or the effects of a CBRNE attack.
If a CBRNE device has been used, the JTF surgeon and his staff will need to consider the
following: consolidating contaminated personnel to certain hospitals or areas, casualty estimates,
additional medical resource requirements, reallocation of medical resources, and management
of the casualties.

b. Innuclear attacks, many more burns, low-velocity missile wounds, and ionizing radiation
injuries can be expected as compared to a predominance of high-velocity missile wounds
associated with conventional warfare. Casualties will be produced faster, and locally available
means for early resuscitative care may quickly prove inadequate. At the time of triage, it will not
be possible to predict which patients with thermal or blast injuries will develop radiation sickness.
It will not always be possible to determine the dosage of irradiation which a patient has received.
In these cases, reliance must be placed on clinical symptoms, which may suggest that the patient
has received a significant dose of irradiation.

c. Under biological conditions, the control of epidemics will be of paramount importance.
Because of the large numbers of patients expected following a biological attack, it is probable
that:

(1) Evacuation facilities will be unable to support the additional requirements.

(2) Units will have to stay on location and look after themselves. If required, however,
medical personnel and equipment could be moved into the area to assist. Keeping affected units
on location will prevent the spread of infection to unaffected areas.

d. In achemical environment, there will be a need to consider the individual protection of
medical personnel and of patients. There will also be a need for decontamination of patients.
Decontamination will be time-consuming and will place heavy demands on manpower, especially
medically trained personnel. The disposal of contaminated clothing and supply of clean clothing
and decontaminants will present a unique logistic challenge.

e. Directed-energy weapons are likely to cause large numbers of casualties and equipment
disruptions if effective countermeasures processes are not in place. HSS units should have
adequate organization, procedures, and resources to address directed-energy threats.

f. Civilian casualties may be a significant problem in populated areas. HSS may be required
to assist in treating civilian patients when the civilian medical resources become overwhelmed
and inundated with patients.
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g. In a MASCAL situation, conventional treatment priorities may have to be abandoned.
This means aradical departure from the traditional practice of providing early complete definitive
treatment to each patient on the basis of his/her individual needs.

h. JFS’s responsibilities in MASCAL operations:

(1) The JFS’s role in preparing for a MASCAL situation includes the development of
a MASCAL plan. In addition to providing support to the normal mission, the JFS recommends
protective measures against other forms of warfare, which could result in the generation of
MASCAL. When a MASCAL situation occurs, the JFS is responsible for the management of
patients.

(2) The JFS must develop a MASCAL plan that is clearly defined and which is
sufficiently detailed for understanding at all levels. It must be practiced at regular intervals and
executable at the appropriate level.

(3) The JFS must address in the plan such items as:
(a) The medical situation.

(b) The movement policy (including alternate plans) and responsibilities for PM
and medical regulation.

(c) Alternate treatment locations and evacuation routes.

(d) CBRN and WMD considerations. (For example, should patients with CBRN
injuries or contamination be relegated to designated hospitals or will all hospitals receive CBRN
casualties? Other issues include casualty estimates, additional medical resource requirements,
reallocation of medical resources after attack, categorization of combined injury casualties/
patients, and treatment and management of CBRN casualties, including restriction of movement
of persons exposed to CBRN agents.)

(e) Directed-energy considerations. (For example, what are the requirements for
ballistic/laser protective spectacles, protective filters, magnifying optics, and vision blocks?)

(f) Protection of patients and HSS resources to include medical personnel from
contamination. (Protection includes both individual and collective protection. Patients need
individual protection in either patient protective wraps [clean patient across a contaminated
environment] and/or transport isolation units [moving contagious patients], to include collective
protection for all treatment facilities, if available.)

(g) Emergency resupply for CL VIII including blood.

(h) Nonmedical resources (especially personnel and transportation).

IV-26 JP 4-02



Health Service Support Operational Considerations

(1) Assistance including evacuation support from other Service components.
() The types of additional nonorganic medical assets needed.

(k) Priority of support and communications between evacuation assets and
treatment assets.

() A clear delineation of medical responsibilities throughout the operational,
technical, and administrative channels.

(m) Procedures for the distribution and documentation of any pharmaceuticals.
(n) Procedures for keeping necessary records and reports of the flow of patients.

(o) Procedures to cover situations where an unusual number of blinded patients
seek medical attention.

(p) Required liaison with civilian authorities, where and when applicable.

i. MASCAL operations should be coordinated through and approved by the commander
and incorporated into an MASCAL plan. The MASCAL plan must be coordinated with echelons
above and below. It must also be adaptable to day and night operations.

9. Contingency Contractor Personnel

a. In the 21st century operational environment, contractor support is a growing force-
multiplier option for supporting US military operations. Contracted support spans the spectrum
of combat support and combat service support functions; and may include interpreter,
communications, infrastructure, and other non-logistic-related support. It also has applicability
to the full range of military operations, to include offense, defense, support, and stability within
all types of joint and coalition operations, from small-scale contingencies to major operations.
Contractors can expect to be employed anywhere in a GCC’s AOR necessary to support operations
and weapon systems, subject to the GCC’s risk assessment and terms and conditions of the
contract. Department of Defense Instruction (DODI) 3020.41 provides detailed guidance for
contractor personnel authorized to accompany the Armed Forces of the United States.

b. This section provides the basic doctrine for DOD contractors and their subcontractors at
all tiers under DOD contracts, including TCN and HN personnel, who provide support to US
military forces in contingency operations or other military options designated by the GCC,
under such contracts. It also addresses a subcategory of contingency contractor personnel,
called CDF that are authorized to accompany a joint force and are provided with an appropriate
ID card under the Geneva Conventions. The doctrine does not apply to those contractor personnel
in the US and its territories; nor does it apply to contractor personnel who support long-term
forward-deployed US organizations and facilities located outside any declared contingency area.
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c. Theater medical preparation. Prior to deploying, certain medical readiness requirements
must be satisfied for contingency contractor personnel to deploy to an operational area. These
predeployment requirements identified during the planning process and included in the appropriate
contract, communicate to the contractor the specific theater medical readiness requirements.
GCCs should ensure that contingency contractor personnel are not permitted entry into their
theaters without first being medically evaluated and prepared for entry into the operational area
by processing through a deployment center. Medical and dental screening of contingency
contractor personnel should be accomplished prior to deploying to avoid returning medically
unfit individuals from the theater. Similar to military personnel, contingency contractor personnel
should pass a complete medical evaluation based on the functional requirements of the job
required by contract in the operational area. Emphasis should be placed on diagnosing
cardiovascular, pulmonary, orthopedic, neurologic, endocrinologic, dermatologic, psychological,
visual, and auditory conditions, which may preclude performing the functional requirements of
the contract, especially in austere work environments encountered in some contingency operations.
Additionally, contingency contractor personnel should have a thorough dental exam and complete
all necessary dental work prior to deployment. Individuals that are deemed not medically qualified
at the deployment center or during the deployment process, or require extensive preventive
dental care, should not be authorized to deploy.

(1) DOD contractors are responsible for providing medically, physically, and
psychologically fit personnel to perform contracted duties in contingency or crisis operations as
outlined in the contract. Fitness specifically includes the ability to accomplish the tasks and
duties unique to a particular operation, and the ability to tolerate the environmental and operational
conditions of the deployed location. SecDef may direct immunizations as mandatory for CDF
personnel performing essential DOD contractor services per DODI 3020.37, Continuation of
Essential DOD Contractor Services During Crisis, and DODI 6205.4, Immunization of Other
Than US Forces (OTUSF) for Biological Warfare Defense.

(2) Any CDF personnel deemed unsuitable for deployment due to medical or dental
reasons should not be authorized to deploy with the military force. Additionally, CDF should
not be authorized to deploy without collection of required medical, dental, and deoxyribonucleic
acid reference specimens for accession into the Armed Forces Repository of Specimen Samples
for the Identification of Remains, per DODI 5154.30, Armed Forces Institute of Pathology
Operations.

(3) GCCs should ensure that all contracts requiring CDF contain, or incorporate by
reference, minimum medical and dental standards and require the contractor to make available
CDF medical and dental records per DODD 6485.1, Human Immunodeficiency Virus-1 (HIV-

1).

(4) The geographic combatant command surgeon and JTFS should ensure that HSS,
either as a responsibility of the contractor or the GCC/CJTE, is fully delineated in OPLANS,
OPORDs, and contracts to assure appropriate medical staffing in the AOR/JOA; and should also
include CDF who are providing essential contractor services, in their medical surveillance plans
per DODD 6490.2, Joint Medical Surveillance.
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(5) The geographic combatant command surgeon and JTFS should also assist the
GCC/CJTF with establishing specific theater medical readiness requirements to include
predeployment and FHP requirements and any requisite individual medical training to include
safety, first aid, sanitation, health risks, and health protection measures, including those related
to CBRN, and environmental and/or industrial threats; necessary for contingency contractors
supporting and/or deploying with the joint force in the AOR/JOA.

d. Medical support. The austere environment that contingency contractor personnel may
deploy to and operate in, coupled with the potential for limited availability of indigenous medical
capabilities in theater, dictates that GCCs through the contract, establish and enforce the
requirements for health, dental, and physical standards. Contingency contractor personnel who
become unfit to perform their contractor duties in theater through their own actions (e.g.,
pregnancy, alcohol or drug abuse), should be removed from the theater at the contractor’s expense.

(1) During contingency operations in austere and nonpermissive environments,
contingency contractor personnel may not have access to emergency medical support established
by their employer. MTFs within the theater of operations should provide resuscitative care,
limited hospitalization for stabilization and short-term medical treatment, with an emphasis on
return to duty or placement in the PM system; and assist with PM to a selected civilian facility,
in emergencies where loss of life, limb, or eyesight could occur. All costs associated with the
treatment and transportation of contingency contractor personnel to the selected civilian facility
are reimbursable to the Government and is the responsibility of the contingency contractor
personnel, their employer, or their health insurance provider.

(2) Contingency contractor personnel are afforded resuscitative and medical care, when
life, limb, or eyesight is jeopardized, and emergency medical and dental care while supporting
contingency operations. Emergency medical and dental care include, but are not limited to:
refills of prescription or life-dependent drugs (Note: contractor personnel are required to deploy
with 180 days of required medication and cannot be assured that their specific medication will
be included on the theater pharmaceutical formulary), broken bones, lacerations, broken teeth,
or lost fillings.

(3) Contingency contractor personnel are not authorized primary and routine medical
or dental care unless specifically authorized under the terms of the DOD contract. Primary
medical and dental care includes inpatient and outpatient services; nonemergency evacuation;
pharmaceutical support; dental services and other medical support as determined by the GCC/
CJTF based on recommendations from the JFS and existing capabilities of the forward-deployed
MTFs. Contractors must make non-DOD arrangements to obtain all of their chronic prescription
therapy.

(4) Ininstances where contingency contractor personnel require PM for medical reasons
from the AOR/JOA to an MTF funded by the Defense Health Program, normal reimbursement
policies would apply for services rendered by the facility. Should contingency contractor personnel
require MEDEVAC to CONUS, the sending MTF should assist the contingency contractor
personnel in coordinating arrangements for transfer to a civilian facility of their choice. When
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US forces provide emergency medical care to TCN and HN personnel hired under theater,
systems or external support contracts, these patients should be evacuated/transported via national
means (when possible) to their medical systems.

(5) HN and locally hired TCN contractor personnel and subcontractor personnel hired
under theater support contracts are not authorized to receive medical and dental support from
US military facilities, but may receive resuscitative care from US medical sources when injured
on the job while working within the confines of a US military facility or in direct support of US
military operations on a reimbursable basis. When resuscitative care is provided to contractor
personnel not authorized full medical care, they should be transferred to a local medical facility
as soon as medically feasible.
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Appendix A

PATIENT MOVEMENT
1. Introduction

a. The primary mission of the DOD PM system is to transport US military casualties from
within the combat zone to field or fixed medical treatment facilities either in or out of the combat
zone, as required. Timely PM plays an important role in HSS and supports the JTF CONOPS
and evacuation requirements. PM is a system that provides a continuum of care and coordinates
the movement of patients from site of injury or onset of disease, through successive levels of
medical care, to an MTF that can meet the needs of the patient. Each Service component has an
organic PM capability and is responsible for evacuation from point of injury to initial treatment
at a health care facility.

b. CASEVAC, aterm used by all Services, refers to the unregulated movement of casualties
aboard ships, vehicles, or aircraft. MEDEVAC traditionally refers to US Army (USA), US
Navy (USN), US Marine Corps (USMC), and US Coast Guard PM using predesignated tactical
or logistic aircraft, boats, ships, and other watercraft temporarily equipped and staffed with
MA:ss for en route care. However, USA has traditionally had dedicated air and ground evacuation
assets. AE specifically refers to USAF provided fixed-wing movement of regulated casualties
using organic and/or contracted mobility airframes with AE aircrew trained explicitly for this
mission. In addition the civil reserve air fleet (CRAF) may be used for the AE mission.

c. The operational environment during major operations and campaigns may present lethal
threats requiring the evacuation of casualties to highly developed medical capabilities in the
JOA and locations outside the theater of operations for advanced medical services and
rehabilitative care. The decreased medical footprint and the increased PM requirements demand
amore interdependent medical community, improved interagency and multinational partnerships,
and developing joint solutions.

2. Roles and Responsibilities

a. The GCC, in conjunction with the supporting commanders and the USTRANSCOM,
sets the theater PM policy for contingency planning. Upon execution, the CCDR adjusts the
theater PM policy as needed.

b. GCCs are responsible for PM within their theater. The joint command validates theater
requirements for peacetime and contingency PM and identifies potential channel movement to
USTRANSCOM J-3’s DDOC as part of the transportation validation process. Combatant
command OPLANSs will include appropriate information to support Service planning for patient
evacuation.

c. USTRANSCOM is the DOD single point manager for intertheater and CONUS PM services.
As such, itis responsible for validating all PM requests and coordinating with the appropriate lift agencies
to meet these requirements.
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d. US Northern Command (USNORTHCOM) is responsible for PM within CONUS. This
includes support for natural disasters, terrorist activities, and the redistribution of military casualties
returning to CONUS. USTRANSCOM will most likely not transfer operational control of Service
assets to USNORTHCOM, as is typical with other CCDRs. USTRANSCOM will normally support
USNORTHCOM through a direct support (DS) relationship rather than transferring forces.

e. Each Service is responsible for organizing, training, and equipping their forces to ensure the
capability to meet their PM requirements. Evacuation, through the taxonomy of care, may require any
combination of air, ground, or sea resources. To ensure that patients receive continuous, timely, and
quality care, all personnel involved in the evacuation system must be fully trained and essential evacuation
assets (i.e., personnel, platforms, equipment, and supplies) must be programmed, procured, and sustained.
Establishing a seamless evacuation system requires close coordination with the Services on employment
of evacuation doctrine, concepts of operation, modernization and sustainment of equipment and platform
capabilities, and interoperability of PMIs.

f. PMRC:s are a joint activity responsible for PM management, validation, and coordination
in their respective theaters. PMRCs shall exist at the joint level, as an element of the DDOC, to
ensure visibility of joint assets for PM. The PMRC validates patient movement requests (PMRs),
maintains visibility of bed availability and medical capability within the theater, regulates patients
to the appropriate medical facilities for continued medical care, and determines the mode of
transportation (air, sea, ground). The PMRC matches available beds to available transport modes
and passes this transport to bed plan to the appropriate Service component to execute the PM
mission. A theater validating flight surgeon (VFS) is assigned, or delegated by the theater
command surgeon, to provide physician medical direction and oversight of PM validation and
transfer/en route care, as needed, during evacuation. Patients who do not require en route care,
but require transportation for further medical care, recuperation, or to their home to convalesce
or unit of record to be reintegrated with their unit may also be moved using commercial tickets,
when appropriate. This option allows the member to reach their destination faster and more
direct. Using commercial tickets also decreases the organic PM requirement and reduces the
stress on Service lift.

(1) Global Patient Movement Requirements Center. The GPMRC is a joint activity
reporting directly to the USTRANSCOM. The GPMRC provides medical regulating services,
including clinical validation, limited patient in transit visibility and evacuation requirements
planning for intertheater PM and intratheater for CONUS. The GPMRC coordinates with
supporting resource providers to identify available assets and communicates transport to bed
plans to Service components, or other agencies, to execute the mission.

(2) Theater Patient Movement Requirements Center. Both the US Pacific Command
(USPACOM) and US European Command (USEUCOM) have a permanent TPMRC that manages
the validation and regulation of intratheater PM within their respective theaters. The TPMRC isresponsible
for theater-wide PM (e.g., medical regulating and AE scheduling) and coordinates with theater MTFs to
allocate the proper treatment assets required to support its role. The TPMRC communicates this
transport to bed plan to the theater Service transportation component or other agencies responsible for
executing the mission. The TPMRC coordinates with the GPMRC for intertheater PM.
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(3) Joint Patient Movement Requirements Center. The JPMRC is a deployable
PMRC, under the operational control (OPCON) to the CJTF. The JPMRC maintains coordinating
relationships and is normally collocated with the JTF joint movement control center and
communicates movement requirements to the transportation component responsible for executing
the mission. The JPMRC coordinates closely with the TPMRC and GPMRC for movement into
theater controlled beds outside the JOA.

3. Patient Movement Process

a. Various forms and formats (i.e., voice, radio, message) are used by each Service to
request initial evacuation. To request further evacuation, a PMR is normally submitted by the
Service medical facility patient administration or medical regulating office to the appropriate
PMRC. The PMRC evaluates the request for necessity, acuity, eligibility, priority, and mode
(see Figure A-1). PMRs are normally submitted through TRAC2ES for patient in-transit visibility
(ITV). PMRs may also be submitted by facsimile, voice telephone, radio and/or satellite
communications, using a standard PMR worksheet, when TRAC2ES is inaccessible. Patient
information items required to request PM will be determined by the PMRC and will depend on
the operational environment.

b. The PMRC is responsible for maintaining visibility of medical capability within its
AOR, clinically validating patients, and coordinating with Service components for patient
evacuation. This process matches the patient to a facility with the necessary capabilities and bed
availability. Once the PMR is validated, it is passed to the appropriate Service component for
execution.

c. The JPMRC, as executor of PM validates PM requirements and maintains ITV. Lift
operations centers may request other destinations due to availability of lift and routes to support
evacuation. Delivery to alternate or other destinations can be executed, with the approval of the
PMRC, upon evaluation ensure patient care is not compromised.

d. Patient administration director (PAD) (clerk/officer) or the medical regulating officer
(MRO) is responsible for contacting the PMRC with PM requirements and submitting PM data.
This individual manages patient numbers and bed classifications, determines availability of
facility-based resources to assist with the movement of patients, and coordinates the use of those
assets. The PAD/MRO serves as the liaison between the referring physician and medical staff,
the patient, and the PMRC and is responsible for inputting patient data for PM requests.

e. Unregulated Casualties. When security or operational conditions exist that would require
casualties to be moved immediately, patients may be moved without prior PMRC validation.

However, a VFS or medical authority will be identified to clear the patients for evacuation.

4. Patient Movement Operations
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Figure A-1. Patient Movement Requirements Center — Component Lift Interface

a. Movement of patients between points withina CCDR’s AOR is referred to as intratheater,
while movement of patients between CCDR’s AORs to points outside a CCDR’s AOR, is referred
to as intertheater (see Figure A-2).

(1) Intratheater operations are regional in nature and serve a single GCC’s requirements.
These operations are normally conducted using forces assigned, attached, or made available for
tasking to the CCDR. Patients enter the system at the point of injury or onset of disease and are
moved to appropriate capabilities of care within the theater. Patients are most likely to enter the
joint system for evacuation and medical regulation at the theater hospitalization capability.
However, casualties can enter at the FRC capability, depending on the type of operation and
forces supported. Intratheater PM requires a coordinated effort between Service and HN MTFs,
the responsible PMRC, and Service component organic and theater evacuation assets. The JFS
isresponsible for developing intratheater PM policies in coordination with Service component evacuation
representatives.
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Figure A-2. Patient Movement Planning and Execution Process
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(2) Intertheater operations are generally global in nature and serve the transportation
needs of the combatant command outside the AOR that support the conduct of operations within
the AOR. USTRANSCOM directs policies and procedures for intertheater PM and identifies
transport resources. Currently intertheater PM is primarily conducted utilizing airlift assets as
long evacuation distances may preclude other modes of PM in supporting rapid evacuation out
of combatant command AORs. However, circumstances permitting other modes and lift assets
may be used for intertheater PM. Patients are most likely to enter the intertheater system from a
theater hospitalization capability for movement to a definitive care capability, outside the theater,
and eventually to CONUS. Intertheater PM requires a coordinated effort between Service or
HN MTFs, responsible PMRCs, GPMRC, and transportation agencies.

b. Patient Movement and Joint Capabilities of Care

(1) Point of Injury or Illness to FRC Capability Operations. Generally, the
component commands are responsible for CASEVAC from point of injury or illness to casualty
treatment stations, and casualty movement from the first responder capability to FRC capabilities
via dedicated, designated, or opportune ground or air transportation. This is accomplished through
a combination of litter carries, manual carries, ground transportation, and limited air (fixed- or
rotary-wing) transport. The USA generally employs dedicated patient evacuation assets such as
ground and air ambulances. The USN normally relies on lifts of opportunity. The USMC has
some dedicated ground evacuation and relies on designated air and other lifts of opportunity. If
USAF assets are required, at this level, lifts of opportunity may be used.

(2) FRC Capability to Theater Hospitalization Capability Operations. Movement
within and from FRC capabilities is normally a Service component responsibility; however,
some operations may require evacuation by the joint common-user PM system. For example,
the USMC has no organic theater hospitalization capabilities, and this capability of care is provided
by the USN. The USN does not have dedicated or designated evacuation vehicles with the
capacity to go-forward and retrieve patients from the first responder and FRC capabilities and
evacuate to them to the theater hospitalization capability. Requests to the joint common-user
PM system are submitted to the JPMRC for coordination.

(3) Theater Hospitalization Capability to Definitive Care Capability Operations.
If a patient cannot be returned to duty within the limits of the theater PM policy, the originating
MTF will normally request PM to another MTF for more definitive care and disposition. The
originating MTF will submit a PMR, IAW prescribed procedures, using TRAC2ES or other
prescribed communications systems. PMRs are submitted to the appropriate JPMRC, ifa JPMRC
established. The JPMRC validates and regulates movement requirements and coordinates the
requirements with the TPMRC for intratheater PM or with the GPMRC for intertheater PM.
The JPMRC will identify intratheater PM requirements through the joint movement center (JMC)
to the air mobility division’s (AMD’s) aeromedical evacuation control team (AECT), and the
TPMRC will coordinate with the theater air mobility operations control center (AMOCC) to
identify theater airlift assets available and with the GPMRC to identify intertheater PM
requirements through the USTRANSCOM s Joint Mobility Control Group.
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(4) First Responder/FRC Capability to Definitive Care Capability or CONUS
Operations. Some joint operations may present unique situations and considerations where a
theater hospitalization capability may not exist. Stabilized casualties may enter the joint common-
user PM system near the first level of formalized medical care and be evacuated directly to a
definitive care capability in another theater. In such cases, the component command medical
regulating officer will submit a PMR to the JPMRC. CONUS movement includes redistribution
of patients to their home or unit of record. Members discharged from medical care and requiring
movement to their home station instead of the theater will typically be managed through the
personnel system in a duty passenger status.

5. Planning Considerations

a. Wartime PM requirements are documented in combatant command OPLANs using
CASEVAC output from the MAT (see Figure A-3). The combatant command validates Service
projected casualties and merges them into one integrated, casualty stream. A key component in
determining the casualty stream is the theater PM policy.

(1) The theater PM policy is a planning factor that delineates the maximum number of
days that patients may be held within the theater for treatment prior to further movement or
RTD. Patients who cannot be RTD within the specified number of days are moved to the next
higher level of care for further treatment. The length of the PM policy impacts the number of
casualties requiring movement, as well as the infrastructure required to treat patients in both the
theater and the evacuation system. A short evacuation policy reduces the forward medical
footprint, in terms of MTFs and associated infrastructure, and normally places a higher demand
for more frequent evacuation missions. Conversely, a longer PM policy increases the forward
medical footprint and requires fewer evacuation missions.

(2) The theater PM policy is set by the GCC and approved during the contingency
planning cycle prior to OPLAN execution. Upon execution, the GCC adjusts the theater PM
policy as needed. IAW SecDef policy and CJCS guidance, the evacuation policy is normally
seven (7) days for the combat zone and a combined total of fifteen (15) days for the combat and
communication zones. This does not imply that the patients must be held in theater for the entire
period. Patients not expected to RTD within the number of days expressed in the policy will
normally be evacuated:

(a) As soon as their medical condition permits or when local stabilization
capabilities have been reached.

(b) When medical authorities have determined that travel will not aggravate patient
condition (at a minimum, patients will have their airway secured, bleeding stopped, shock treated,

and fractures immobilized).

(c) When suitable receiving MTFs and appropriate PM means have been coordinated.
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Figure A-3. Determining Patient Flow Requirements

b. Each OPLAN also identifies the infrastructure necessary to support medical careand CASEVAC.
Planners use infrastructure lay down data, PAR, and casualty rates defined by Service personnel
components and combat intensity identified within the theater OPLAN to generate joint casualty streams.
The user must define the casualty rates, and adjust them by day and/or casualty source as necessary.
Casualty rates fall under the following categories: wounded in action (WIA), DNBI, NBI, combat and
operational stress reactions, and CBRN rates. The planners use the MAT to combine the user-defined
PAR and casualty rates to create ajoint stream of patients requiring medical attention. The tool estimates
daily number of evacuees, beds, blood products, medical staffing, and other logistic requirements by
level. The MAT estimates supportability and sustainability requirements in terms of evacuations, beds
needed, staff, operating rooms and gross medical materiel requirements for a theater.

c. The joint PM system can support CONUS/domestic PM requirements identified under
activation of the National Disaster Medical System (NDMS) and the NRP under the auspices of
DSCA. USTRANSCOM is the validating authority for PM requirements as the supporting
command to USNORTHCOM in its CS mission under the NRP. The Services will provide PM
assets from existing regular and reserve component forces in execution of the NRP in the CONUS.
These include activities and measures taken by DOD components to foster mutual assistance and
support between DOD and any civil government agency in planning or preparing for, or in the application
of resources for response to, the consequences of civil emergencies or attacks, including national security
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emergencies. National Guard PM assets, as part of their state’s emergency management plan, may be
mobilized and deployed/employed in a state activated status prior to federalization. If federalized, under
DCSA in response to the NRP, the National Guard will coordinate the laydown of PM assets with
USTRANSCOM in order to facilitate coordinated PM.

d. Medical Concept of Operations. Each Service component is responsible for all functions
of the Service specific PM system, including operational guidance, intelligence, medical direction,
logistics, and communications support. From initial injury to definitive care, the treatment and
evacuation of casualties from the battlefield transcends many levels of communication and
coordination, routinely crossing Service boundaries. Thorough knowledge of the PM systems
will expedite casualty care and save lives. Patient evacuation must be planned to support any
combat operation. JFCs should integrate and coordinate the use of evacuation resources towards
the common purpose of reducing mortality while maintaining medical treatment. It is therefore
critical that each Service component properly plan to operate its portion of the overall PM
system. Planning ensures a coordinated effort in providing timely and effective PM that involves
determining theater movement estimates, identifying frequency channel lift requirements, and
regulating to appropriate MTFs. All available forms of transportation must be considered within
the constraints of the tactical situation and the details of patient handling.

(1) Evacuation plans should integrate and include ground ambulances rotary-and fixed-
wing evacuation platforms, crew, and attendants. Plans should also include en route (ground
and air) critical care teams for transporting patients with critical care needs, Service staging or
holding facilities, Service liaisons, appropriate Service operational requirements, C2 elements,
equipment, and handling of PMIs.

(2) The USA is responsible for providing medical rotary-wing support to ship-to-
shore and shore-to-ship patient transport operations in support of PM requirements on-off of
USN afloat medical platforms. This includes hospital ships (T-AHs) and casualty receiving and
treatment ships. USA MEDEVAC support to a theater is conducted as an area support mission
that includes support to all Services operating within the assigned grid coordinates. Requests for
USA evacuation support under the auspices of its area support role from the USN and/or USMC
will be prioritized by urgency and not by Service of origin. Plans should reflect this arrangement
when it supports the commander’s CONOPS. If USA MEDEVAC assets are not available or
are not deployed as part of the operation, the USN and USMC have responsibility for ship-to-
shore and shore-to-ship movement of patients.

(3) The USAF is responsible for providing fixed-wing AE. The AE system provides
fixed-wing movement of patients under the care of aeromedical evacuation crew members
(AECMs) to locations offering appropriate care capabilities. Critical care air transport teams
(CCATTs) may be added to the basic AE crew to provide a higher level of care to critically ill
patients during AE staging and flight. The AE system can operate as far forward as USAF fixed-
wing conventional aircraft are able to conduct air/land operations. The system is designed to be
flexible to enable it to operate across the spectrum of potential scenarios and interface with joint,
coalition, and special operations.
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(4) Activation and utilization of the USAF AE segment of the CRAF should be considered
when CRAF stage I1is implemented. AE CRAF should be planned for if appropriate. Planners should
note, however, that per USTRANSCOM policy for movement of contaminated/contagious casualties/
personnel, CRAF will not be used to support movement of contagious biological casualties.

e. Integration of Coalition Evacuation Support. Other Services and coalition forces
use various ground transport, and rotary and fixed-wing aircraft for PM. They also use their
own medically trained crew members or MAs. US MEDEVAC personnel may perform
appropriate duties on non-US evacuation platforms if it is in the interest of the US Government
and approved by the GCC. Conversely, coalition forces may also integrate with US MEDEVAC
forces. The AE planner will identify the potential need and the operations center will work inter-
fly agreements.

f. Service Component Transportation Assets. A detailed listing of Service component
evacuation resources and their capabilities can be found in Appendix B, “Service Component
Transportation Assets.”

g. Protection Under the Geneva Conventions. Depending upon the designation of patient
evacuation assets, protection under the Geneva Conventions differs.

(1) Dedicated PM assets are configured for patient evacuation, externally marked
with a red cross and specifically dedicated to support the MEDEVAC mission (an USA ambulance
for example). Dedicated assets need not be organic to the unit. Dedicated evacuation assets are
authorized protection under the Geneva Conventions.

(2) Designated are USN/USMC and USAF evacuation assets whose primary mission
is nonmedical, are not externally marked, and are allocated on the air tasking order and configured
for PM. Designated evacuation assets are not afforded protection under the Geneva Conventions.

(3) Opportune Lift. That portion of lift capability available for use after planned
requirements have been met. These nonmedical assets convey cargo/passengers throughout the
AOR and could be used to move patients. While patients are protected under the Geneva
Conventions, these conveyances are not. Movement of patients with opportune lift should have
medical personnel and medical equipment aboard commensurate with patient condition to provide
appropriate care for the patient.

(4) Commercial. Patients who do not require care, but require transportation for
further medical care, recuperation, or to their home to convalesce or unit of record to be reintegrated
with their unit may be moved using commercial airlift when appropriate. This option allows the
member to potentially reach their destination faster and more directly. Using commercial airlift
also decreases the organic PM requirement and reduces the stress on Service lift.

For more information on how the Geneva Conventions affect HSS, see Appendix H, “Geneva
Convention Information.”
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h. Patient Movement Items

(1) The medical equipment and supplies required to support the patient during
evacuation are referred to as PMIs. The handling and return of equipment to the originating
theater through the evacuation system requires a reliable supporting logistic infrastructure to
ensure that PMIs are available and serviceable. The plan for a PMI exchange system and the
return of evacuation equipment and PMIs to the originating theater should be addressed in the
respective theater OPLAN. Large medical logistics (MEDLOG) units will support smaller
units (MEDEVAC and special operations) without an organic MEDLOG capability.

(2) For more information on PMIs, see Annex B to Appendix A, “Patient Movement
Items.”

1. Categories of Evacuation Precedence. The process of patient categorization determines
how quickly a patient will be evacuated within the PM system and has a significant impact on
lift assets. PM priorities will be derived from situational factors and/or individual patient clinical
conditions. Refer to JOPES Annex Q directives for specific joint operation priorities. The
physician at the originating facility recommends the precedence for PM to the PMRC based on
each patient’s condition/status. Patient condition/status may be upgraded or downgraded at
each succeeding level of patient care. Timeframes to provide evacuation assets on-site ready to
conduct PM begin once a PMR is passed to the responsible PMRC. The tables in Appendix B,
“Service Component Transportation Assets,” identify these timeframe objectives within which
the PM system should respond.

(1) Routine — a patient who requires movement but can wait for a regularly scheduled
channel AE mission, a scheduled military airlift channel mission, or commercially procured airlift service.

(2) Priority — a patient who requires prompt medical care not available locally. This
precedence is used when the medical condition could deteriorate and the patient cannot wait for
routine evacuation. Normally movement begins within 24 hours; however, the timeline for
movement will be defined by the attending provider and determined by the validating surgeon.

(3) Urgent— a patient who requires movement as soon as possible to save life, limb,
or eyesight, or prevent serious complications of injury or existing medical condition. Immediate
action shall be taken to obtain PM or other suitable transportation to meet patient requirements.
Terminally ill or psychiatric patients are not considered urgent patients. The timeline for movement
shall be defined by the attending provider and determined by the validating surgeon.

6. Multinational Considerations
a. Patient Movement in Multinational Operations. CCDRs are responsible for

intratheater PM. This may include the movement of allies, coalition forces, neutrals, and even
EPW. The CCDR’s policy should be recorded in his PM policy.
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(1) The theater PM policy, known in some nations as a holding policy, is the key to balancing
the treatment capability available at each care capability against the required PM assets. The provision
of resources will be coordinated by the MNF planning staff and will be comprised of assets from a
number of sources, including HNS. Theater PM requires careful planning and is dependent on whether
the US partners and other coalition nations require the establishment of an acquisition and cross-servicing
agreement. Other standing agreements may already cover support arrangements between the US and
the participating nations such as members of the UN or NATO. Establishing the PM policy is a
command decision of each nation. HSS and logistic staffs will advise. The combatant command
surgeon and/or JTFS will provide recommendations and monitor the established PM policy.

(2) Contributing nations bear ultimate responsibility for ensuring the provision of HSS
to their forces allocated to multinational operations. This may be discharged in a number of
ways, including agreements with other nations or the appropriate multinational planning staffs.

(3) Medical planners should always consider the quality, suitability, and availability
of coalition and HNS to meet PM requirements. Allied/HNs may possess unique evacuation
assets that could augment national capabilities. The use of these evacuation assets, regardless of
mode, should be coordinated through appropriate multinational and HN agreements.

b. Host-Nation Support. HNS can be a significant force multiplier. HNS should be
equivalent to US standards or acceptable to the GCC. The JFS must assess HN medical capabilities
and make recommendations to the JFC on their use for deployed US forces. HNS may reduce
the lift requirements necessary to deploy HSS to the JOA.

7. Patient Stability

Patients validated for AE must be stabilized (secure airway, controlled hemorrhage, treated
shock, and immobilized fractures) as much as the local situation and resources allow. Interventions
(i.e., intravenous (IV) or foley catheter) should be initiated prior to flight, if possible. Patients
not clinically stable due to severity of wounds or medical condition, limited medical resources,
or time constraints may require advanced clinical capability while awaiting transport at an airhead
or during flight. At times, the patient’s clinical instability may be the very reason that they are
being moved by air from a lesser capable facility to another of greater capability. Each Service
evacuation system must consider en route requirements to provide this capability. The USAF
AE en route system provides qualified flight nurses and AE technicians. CCATT or other MAs
can be added based on patient stability and conditions.

a. Stable. One who, in the best clinical judgment of the responsible physician, can withstand a
bed to bed evacuation of up to 12 hours for intratheater movement and 48 hours intertheater, who is
unlikely to require intervention beyond the scope of standard en route care capability during the evacuation.

b. Stabilized. Patient condition may require emergency, but not surgical intervention,
within the evacuation phase. Patient’s condition is characterized by secure airway, control or
absence of hemorrhage, shock adequately treated, and major fractures immobilized.
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c. Unstable. A patient whose physiological status is in fluctuation. Emergent, treatment
and/or surgical intervention are anticipated during the evacuation. Unstable patients rapidly
changing status and requirements are beyond the standard en route care capability and require
medical/surgical augmentation. Patient transport validation is essential to ensure the evacuation
environment is conducive to an optimal outcome.

8. Contaminated Patients

Decontamination and processing procedures must be in place to prevent spreading the
CBRN agents and ensuring the appropriate protection for patients, medical and support staff,
and evacuation platforms. Contaminated patients must be decontaminated before entering the
intertheater AE system unless the CCDR and Commander, USTRANSCOM approve and direct
otherwise.

a. Patients with disease conditions resulting from biological warfare should be
decontaminated and have appropriate treatment initiated. Care givers at the referring facility
must ensure that patients with communicable diseases are prevented from spreading the disease
through the use of protective equipment by the patient and/or the crew as deemed necessary by
competent medical authority.

b. Patients exposed to chemical warfare agents must be decontaminated prior to evacuation.
Once patients are externally contaminated, further evacuation decisions are based on actual or
suspected clinical diagnosis and patient condition(s). Commanders, evacuation elements, and
medical personnel should apply specific contamination control measures.

c. Biological warfare casualties may be evacuated using transmission based infection control
guidelines. Evacuating biologically contaminated/contagious or infected patients and/or potential
biologically contagious or infected patients requires the approval of the destination country,
overflight privileges, and approval of any country where the aircraft will land for servicing or
where patients will remain overnight. Close coordination between the supporting and supported
GCCs and the Department of State (DOS) is required for such movements. The preferred
solution is to treat contagious or potentially contagious patients in place to reduce transmission
risk.

9. Communications System Support

a. Aresponsive communications system is essential to the conduct of PM. The JFC should
establish a system that integrates the available capabilities of the PM system, synchronizes its
application, and prepares to employ air, land, and sea forces to achieve PM objectives. This
system should also support the operational requirements of HSS information management as it
relates to patient accounting and reporting, medical regulating, and patient ITV.
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b. Service component commanders are responsible for C2 of their respective transportation
agencies involved in joint PM. However, the JFS is responsible for establishing a joint PM
CONOPS and identifying communications requirements necessary to integrate the functional
aspects of the joint PM, medical regulating, and evacuation protocols out of the theater. This
may include defining the requirements needed for intratheater and intertheater support. Effective
PM during joint operations will require a closely coordinated and mutually supportive effort of
all participating forces carefully balancing mission requirements while contributing to the total
theater PM effort.

c. The JFC may provide detailed theater communications plans or assign theater
communication management responsibilities to a single-Service component for specific functions
during joint PM operations. Early ID of a theater’s communications system requirements for
evacuation connectivity is essential. At a minimum, HSS communications in support of PM
must provide reliable, real time and, when possible, redundant communications within a theater
and from theater to CONUS. They must also provide a link between the most forward point
where the patient enters the PM system, long haul communication to PMRC, and each level in
the HSS system to the destination MTF or medical element.

d. The degree of success of PM operations is a function of the availability of reliable
communications over dedicated and interoperable systems. Planners must identify frequencies
that are common between Service component support forces assigned a PM mission. If no
commonality exists, the JFC will develop a theater plan that ensures adequate communications
support to all Service components. All frequency requirements for organic equipment must be
coordinated with the GCC’s plans staff.

e. Short-range radio communications should be provided by each Service component to
ensure communication between MTFs, evacuation vehicles, boats, aircraft, and evacuation
operational C2.

f. When available, theater-based, long-range communications will be provided by high-
frequency radios, satellite communications, defense voice services such as the Defense Switched
Network, Defense Information Systems Network, and the Defense Messaging System.

g. Satellite communications offering access to commercial telephones or point-to-point
systems should be used when available.

h. Secure communications are provided through voice and data security communications equipment.

i. CJCSM 6120.05, Manual for Tactical Command and Control Planning Guidance for
Joint Operations, Joint Interface Operational Procedures for Message Text Formats, outlines
responsibilities and message text format requirements for operational PMRs and evacuation
procedures. User Services should have the communication equipment and personnel to identify
their PM requirements to the PMRC. These messages include the following:

(1) Medical regulating (MEDREG) report.
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(2) PMR.

J. TRAC2ES provides a responsive communications system essential to the conduct of
PM. TRACZ2ES is a web-based system, which maximizes the internet while maintaining and
protecting patient privacy and troop strength information. It replaced the defense medical
regulating information system (DMRIS), Automated Patient Evacuation System (APES) and
theater Army medical management information system (TAMMIS) MEDREG module.
TRAC2ES provides global support throughout the full operational medical continuum: fixed
and deployable medical treatment facilities and global and TPMRCs. TRAC2ES links GPMRC
and TPMRCs through global communications.
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ANNEX A TOAPPENDIX A
AEROMEDICAL EVACUATION

1. Introduction

a TheUSAFAE system providesacritica PM capability that cutsacrosstraditiona Service
lines. Since World War 11, the preponderance of AE patients generated during wars and
contingency operations have come from USA and USMC ground combat units. Therefore, itis
important that the AE system integrates well with the medica components of all Services.
Moreover, during the past decade, it has become increasingly important that the USAF AE
system continue to devel op its capability to integrate with components of our Nation's alies.

b. TheUSAF lead command for AEisAMCwith HQ at Scott Air ForceBase, IL. AMCis
charged with the responghility to operate the common-user USAF fixed-wing AE system, to
procureand execute commercia augmentation, and administer and executetheAE CRAF. USAF
AE providesfixed-wing movement of patientsrequiringin-flight careand supervision by AECM
to locations offering appropriate levels of medical care. AE can significantly improve casuaty
recovery rates by providing rapid transportation of the sick and wounded to medical facilities
for treatment. The AE system can operate asfar forward as conventiona fixed-wing aircraft are
able to conduct air/land operations.

c. TheAE system provides:
(1) Integrated control of casualty movement by air transport.
(2) Clinica and operationa support personndl.
(3) Equipment for inflight supportive medical care and ground support operations.
(4) CCATT to monitor and manage specific patients requiring intensive care.

(5) En route staging capability/patient preparation at or near secure airstrips for the
processing and care of casualties entering, en route, or leaving the AE system.

2. Aeromedical Evacuation Command and Control

a C2 of AE iscongstent with overall USAF air mobility C2. In contingency operations,
AE specificitemswill be outlined in Annex C of the OPORD and general PM guidance should
be outlined in Annex Q. AE assets should be integrated within the inherent mobility structure
established to support arlift operations from the AMD to the wing and down to each element.

b. Steady-State/Peacetime AE Structure. The AE system has been standardized to ensure
peacetime processes mirror wartime processes. Thisalowsfor thesystemto exerciseitswartime
infrastructure in peacetime and enhanceswartime training. C2 of AE assets, to include tasking
authority for AE and mobility forces, resides with the normal airlift and mobility C2 structure.
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Feldand AE squadron (AES) operationswill be conducted through operational wing C2 channels.
The tanker airlift control center (TACC) or the theater AMOCC provides C2 for tasking and
execution for air mobility assets used to accomplish AE missions within their respective areas.

(1) The TACC serves as the air operations center (AOC) for the AMC air mobility
mission and is responsible for tasking and tasking and controlling operational missons for all
activities supporting AMC's global air mission.

(2) Thetheater AMOCC integrates intratheater air mobility operations and provides
centralized planning, tasking, scheduling, coordinating, and C2 for assigned and attached
intratheater air mobility missions.

c¢. Contingency AE Structure(seeFigureA-A-1). Deployed expeditionary air and spaceforces
areorganizedtoensureunity of command. Deployed AE forceswill beorganized withinthecongtructs
of theair and space expeditionary task forceand will betail ored based on the sizeand scope of the
operation. C2 of theater AE forcesin contingency operationswill bedefined inthewarning/execution/
OPORD.

(1) ThecommeanderAir Forceforces(COMAFFOR)/jointforcear component commander
(JFACC) derivesauthority from the JFC to exercise OPCON, assign missions, direct coordination
among subordinatecommeanders and redirect/organizeforcestoensureunity of thearr effort toaccomplish
theoveral misson. During contingency operations, the COMAFFOR'sspecid staff may includea
senior AE expert to provideextensveexperienceof theAE sysemandinterfacewith arlift operations
andplans. Thisindividud will assgt withthedevelopment of initid AE forcelaydown, C2, palicy, and
interfacewitharlift operations Additiondly, anAE planner shouldbeincorporatedintothe COMAFRFOR
A-5 gaff to outline, devel op, and coordinateA E theater plansdong airlift routesand coordinatewith
AMC/Director of Operationsfor thenumber and | ocation of A E assetsneeded to support operationd
requirements. TheAE planner should also coordinate with theAir Forceforcessurgeonto ensure
visibility of theater medical facilities/capabilitiesthat may affect AE plans. Thesefunctionsmay be
provided fromAM C/director of operationspersonnel, utilized in areachback statusto support the
operationuntil asenior AE expert or AE planner isidentified.

(2) Thedirector of mobility forces(DIRMOBFOR) isasenior mobility officer whois
familiar with AOR or the JOA,, and who possesses an extensive background in airlift operations.
The DIRMOBFOR, working with the JFJACC/COMAFFOR, has aresponsibility to ensure that
AE assetsare in-place, aligned in the airlift C2 structure, and that AE missions are planned and
executed. AnAE officer with extensive AE experience and knowledge of plans and operations
may serve as a deputy to the DIRMOBFOR.

(3) TheAECT islocated withintheAMD of theAOC andisresponsiblefor current AE
operationa planning, tasking, and mission execution to thetheater. Onceatransport to bed planis
received, theAECT coordinatesairlift and AE assetsto meet AE requirements. TheAECT tasksthe
gopropriatearlift wingsthroughtheairlift control team (ALCT) and ar tasking order (ATO) and passes
missoninformationtothe PMRC. Thisteamaso coordinatesairlift withar mobility dement, AMC
TACC, or theater AMOCC to meet A E requirementsfor their operationd area.
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EXAMPLE OF WHAT AN AEROMEDICAL EVACUATION
STRUCTURE COULD BE DURING A CONTINGENCY
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Air Mobility Element USTRANSCOM United States Transportation Command

Figure A-A-1. Example of What an Aeromedical Evacuation Structure
Could be During a Contingency
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3. Aeromedical Evacuation Operations

a. HQAMC managesand operatestheintertheater and AE subsystems, CRAF, and provides
AE dements and planning assistance to the theater, in intermediate supporting theaters, or in
CONUS. United StatesAiir Forcesin Europe and United States PacificAir Forceareresponsible
for their theater-assigned AE units and associated arlift units. When contingencies exceed
theater AE capabilities, AMC will provide mission-specific augmentation forces to support
increased theater requirementsand will expand or establish theintertheater capability to support
movement between theaters, or to and within CONUS, as required.

b. AE forces are modular by design and can be tailored and deployed to meet situational
requirements. TheAE processisdependent upon reliable, pertinent, and timely communication
and coordination between the originating requestor, the PMRC, the appropriate airlift agency,
AE elements, and the destination medical facility (see Figure A-A-2).

c. Theairlift agency (TACC/AMOCC/AMD) will execute the AE mission by optimizing
the use of available multi-mission aircraft; mixing cargo and AE on mobility missons, and
integrating AE requirements into cargo channd routes. Airlift for urgent and priority patients
will be tasked from dert AE crews, diversion of in-system select (1SS) aircraft, or contracting
with a civilian air ambulance. Each patient’s clinica requirements may also dictate specific
arframeuse. To enhanceresponsveness, AE crewsand CCAT Tsshould bestrategicaly positioned
based on airlift and key patient originating locations. During contingencieSAE CRAF may aso
be cadledinto service. On execution, AE plansmay integrate alied and/or other Services airlift
capabilities, when appropriate.

(1) SeeAppendix B, “Service Component Transportation Assets,” for moreinformation
on air transportation assets.

Air Tasking Order

Planners in the AMD use the ATO to task and disseminate requirements
through the airlift command and control and subordinate units for sorties,
capabilities, and forces to execute missions. Normally the ATO provides
specific instructions to include call signs, times, airfields, controlling
agencies, etc., as well as general instructions.

(2) AE and airlift elements are tasked through the air and space expeditionary wing
(AEW) using an ATO. The AEW will provide airlift, aircrews, and augmentation assets
(equipment and/or specidized medical personnel) to comply with the tasking. AE assets are
placed at strategic locations throughout the AOR for rapid response.

d. AEInterfacewith Specid Misson Operationsand Rescue. Somespecid missonoperaions
and expeditionary forward depl oyed operations, such as SOF, Marineexpeditionary forces, and combeat
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EXAMPLE OF THE AEROMEDICAL EVACUATION PROCESS
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AEW Air and Space Exp Wing MRO Medical Regulating Officer

AMD Air Mobility Division MTF  Medical Treatment Facility
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Figure A-A-2. Example of the Aeromedical Evacuation Process
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search and rescueat timesmay not possessorgani ¢ conventiona A E capability augmentation support
and mugt identify requirementsto obtain conventiona AE support a forward airbases.

(1) Evacuation of casualtieswithinthejoint special mission arenacanbeaparticularly
complex issue sincetheseforces often operatein small, widely dispersed teams, and in locations
not easily accessible. Fexibility and sensitivity to the particular needs of the specia mission
community, both clinically and administratively, isimportant to consider in determining how to
best support their AE requirements. The specia mission forces are responsible for care and
evacuation of casudties from the forward location to the secure airfield where AE forces will
assumerespons hility for the casudties, freeing special mission medical assetsto returnto forward
locations. The AE planner must understand the need for limited resources and yet versdtile,

flexible capability to support specid missions.

(2) USAF Specid OperationsCritical Care Evacuation Team (SOCCET). A specidly
trained and equipped form of CCATT, SOCCETSs are organic to Air Force SOF to meet their
uniquemission requirements. Theseteamsprovide careto casudtiestransting the SOF casuaty
evacuation system and provide continued traumaand postoperative casua ty management aboard
organic SOF aircraft and other opportune evacuation platforms.

e. Detainee Missions. Detainee missions fal under the responsibility of security forces
and arepoaliticaly sengtive. Normally aCONOPSiswritten to outlinerolesand responsibilities.
AE policies and process exist for moving patientsEPWs on AE missions. Transport missions
that move detai nees between holding locations are not AE missionsand are not supported by AE
personndl.

f. Inter-fly Agreements with Mgor Commands (MAJCOMS), Service, and Codlition AE
Support. USAF AE arcrew members may perform gppropriate duties in non-USAF aircraft if
it isin the interest of the USG and approved by both the GCC and the controlling aircraft
authority. Conversaly, codition forces may also integrate with AE forces. The AE planner will
identify these requirements. The operations center, in peacetime or wartime, will work inter-fly
agreements through the line of the USAF. In peacetime, MAJCOMs may require inter-fly
agreements to be processed before AE crews from one command can fly with others.

4. Operations Phasing and Force Sequencing

AE forces provide arapid, flexible, incremental, mobile response. Unit type code (UTC)
are employed to provide command, control, communications, patient care, and system support.
The AE system needsto have the capability to move casudties after minimal stabilization from
forward areas. The concept isto employ an immediate, versatile, and flexible AE presence to
respond to the needs of the deployed forces. After theinitia buildup, the planners can augment
the deployed teams with more manpower and equipment (augmentati on packages), asrequired,
to support more intense or ongoing operations.
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a Aeromedical Evacuation Crews(AECs). AECspeformin-flight medicd care, areexperts
onaircraft configuration, and providethe operationd interface between the patient, medica equipment,
andarcraft sysems.

b. Critical CareAir Trangport Team. CCATTs provide specidized care, in conjunction
withAE crews, to evacuatecritica patientsrequiring advanced careduring transportation. CCATT
represents a specialty or critical care team that can be added to the basic AE crew in order to
offer ahigher level of careto stabilized patients during AE staging and flight. (IAW Air Force
Instruction [AFI] 41-307, 1.7.2, Aeromedical Evacuation Patient Considerationsand Sandards
of Care.) AE missionsthat requirethe addition of aCCATT will bevalidated by the PMRC and
tasked by the AECT.

c. MobileAeromedical Saging Facility (MASF). The MASF provides rapid response
patient staging, limited holding and emergent AE crew support capability. TheMASFisdesigned
to provide forward support with the smallest footprint and is usualy the AE dement used in
support of SOF. TheMASF will belocated at or near airheads capable of supporting conventional
mobility airlift. A CCATT should be assigned to forward based MASFs to enhance rapid
evacuation of al categoriesof casudties. The M A SFmay be augmented with additional personnel
and equipment to increase patient staging capability as needed.

d. Contingency Aeromedical Saging Facility (CASF). The CASF may beused at mgor
intertheater hubs to support the full spectrum of contingency operations. The CASF interfaces
with the AE mission and falls under the C2 of the medica group commander.

e. AE Liaison Team (AELT). The USAF AELT provides support between the forward
user and the AE system in the form of operationd and clinicd interface. This interface may
occur at locationsthat do not otherwise have USAF personnd on them such asfar forward/bare
bases and shipboard. The flight nurse liaison assists the loca medica unit in preparing AE
patients for flight. The administrative officer is responsible for working with the airlift center
and aerid port elements to ensure the aircraft is properly configured and equipment pallets,
patients, and AE support personnel are properly manifested on the AE mission. The
communicationspersonnel may beintegrated into theairlift operations e ement supporting flight
line operations or the wing operations center (WOC). Establishing a communication network
with airlift operationsis essentia for rapid evacuation.

f. Expeditionary AE Squadron (EAES). The EAES is assigned to an AES and air
expeditionary group (AEG). The deployed UTC aeromedica evacuation command squadron
(AECS) integrates into AEW operations. The EAES provides command functions for all AE
personnel assigned to the AEW. The EAES ensures al elements are prepared to conduct AE
operations as tasked by the AOC and will provide AE assets to support the WOC. The EAES
can arrange support requirementsfor follow-on AE forces, asrequired. Inlarger contingencies,
there may be more than one EAES assigned to an AEW or AEG

0. Crew Management Cell (CMC). The CMC provides direct supervison and crew
management for assigned, attached, and transiting AE crews and CCAT Ts in conjunction with
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the TACC/AMOCC, AECT and base operations, asgpplicable. The CM C coordinatesrequirements
toincludelaunchand recovery, lifesupport, billeting, food service, trangportation, and adminigtrationfor
AECMSCCATTs.

h. AE Operations Team (AEOT). The AEOT may be integrated into the air mobility
control center (a permanent en route C2 function). AEOTs arelocated at strategic airlift hubsor
enroutelocationsto support aircrews, equipment, and launch and recover operations. TheAEOT
supportsAE missions through assigned aircraft configuration, and equipment to include CRAF
support, patient loading interface, and resupply of in-flight kits, medications, and patient liquid
oxygen. They may assist staging facility with enplaning and deplaning.

i. AE Support Cell (AESC). The AESC provides communications and air and space
ground equipment mai ntenance support toall UTCsassigned to the theater aeromedica evacuation
system (TAES). The AESC should be staged with equipment at key locations, normally with the
EAES, withintheAOR to support AE requirements. Communicationsnetworkswill beintegrated
with airlift operations.

j. PMI Teams. PMI teams are composed of medica logistic teams and biomedical
equipment repair teams. The logistic teams provide manpower for operational management of
the PMI center. The equipment repair teams support regiona maintenance and repair capability
for equipment in PMI centers and/or cells. These teams will provide scheduled preventative
maintenance and calibration, repair and maintenance services, and updating the PMI1 information
system.

5. Planning for Aeromedical Evacuation

AE planners are an integrd part of the airlift planning team and should build appropriate
AE support into the en route structure. The AE planner should interface with medical planners
to ensure appropriate medica capability dong airlift routes. Comprehensive planningwill ensure
acoordinated effort in providing timely and effective AE.

a AE Planning Factors. AE planners must take many factors into account to select the
best or most appropriate means of executing each AE mission. Airlift routes must be identified
in order to establish potential AE plans. Based on planning directives the combatant command
OPLANSCONPLANSs will include: beddown of AE capable airlift, strategic APODs and/or
aerid ports of embarkation (APOES), planned mission routing, availability of intra/intertheater
retrograde airlift for AE missions, and planned PM requirements (evacuees) by C-Day.

b. Airframe Consderations. Itiscritica toidentify airframe availability and capability
based on patient load and the clinical requirements of the patients expected to be moved.

(1) Organic mobility lift and in-system select. Organic aircraft are airframe assets
that have been obtained primarily through mission tasking or through en route diversion and
mission reprioritization for AE use. Organic airlift is the maor airframe component of
expeditionary AE. Requirementscan vary from obtaining seat spaceto moveambulatory patients,
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or procuring apallet positionto movelitter patients, to tasking an entireaircraft to performasingle
missionor routinechannd misson. Theairlift operationscentershavevishility of arlift operatinginthe
AORand may divertamission, ISS, to support the patient request.

(2) AECivil ReserveAir Fleet. TheAE CRAF program providesairlift platforms, upon
contract activation, fromcommercid arlinesspedificaly toperformy/support AEmissons. AECRAFis
theinterthester AE solutionin contingency planning.

c. Airfield Capability. Themobility en route structure and proximity of medical facilities
to theairfield determinesAE laydown. Proposed onload, en route, and offload airfields must be
ableto support theoperation. Mission plannersmust consider flight line security, secured launch,
and PHOENIX Raven requirements for designated airfield locations.

d. Potential Hogtileor Terrorist L ocations. Therequirementsfor security forcesto support
aircraft during AE missions must be considered in the planning process. The PHOENIX Raven
program provides these specidly trained security forces personnel to protect AMC aircraft and
will beincluded on al AE missionsto |locations designated “ Ravensrequired.” AECswill carry
weapons, when appropriate and authorized, to protect themselves and their patients.

e. BaseOperating Support. AE operationsdepend onintegration with theline of theAir
Force and the joint host Service to provide base operating support. This support is needed for
AE units attached to specific locations as well as en route transent support during patient
evacuation through the system and must be coordinated with appropriate agencies prior to
deployment. Theserequirementsinclude, but are not limited to, transportation (including patient
transportation), messing and other consumable materids, water, fuels, cryogenics, liquid oxygen
(LOX) and other gases (obtained from fuels or on a contract basis), billeting, latrines, showers,
laundry, and security. Additiona requirementsinclude: aternate generator support, fireprotection,
vehicle maintenance support, vehicle decontamination, maintenance and logistics, life support,
contracting, supportiveinformation/communications systems mai ntenance, waste management,
and personnel decontamination.

f. Resupply. Sustained AE operationsare dependent upon awell-designed resupply system
for the continued availability of consumable medica suppliesand PMIs at dl en route support
locations. Planning for onboard or transportabl e therapeuti c oxygen and any associated resupply
isessential to prevent mission delays. TheAE planner should work with the medical planner to
outline logistics hubs and personnel to support LOX refill and PMI, biomedical equipment
technician (BMET) support in the theater and en route.

g. Biomedical Equipment Technician Support. Equipment repair is essential in the
theater for routine maintenance and minor repair. Deployed MTFs (and potentially civilian and
coalition facilities) can support AE equipment repair and maintenance in steady state but not
surge periods. Thereforethe AE planner should insert AE BMET capability into airlift hubsand
alignwithloca medical treatment facilitiesto ensure AE equipment isprocessed to meet mission
requirements.
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h. Communications. Plannersmust ensureA E communication cgpability isintegrated withthe
mohility arliftand communication sguedron network. Communicationmust bemantainedwithsubordinete
deployed AE dementsthat may not beon or near anAir Forcewing.

i. Ground Transportation. Most AE units deploy with integral transportation capability
for limited patient and crew transport at forward locations. AE planners should ensure proper
aircraft support equipment is available at the airfield, i.e., support pallets and loading systems.
The MTF is respongible for transport to the aircraft. Medica planners should determine the
availability of other Service ambulances, other vehiclesand, if necessary, establish contracts or
obtain HNS.
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ANNEX B TO APPENDIX A
PATIENT MOVEMENT ITEMS

1. Introduction

a. The medical equipment and supplies required to support the patient during evacuation
are referred to as PMIs. Examples of PMIs include ventilators, litters, patient monitors, and
pulse oximeters. The function of the PMI system is to support in-transit patients, to exchange
in-kind PMI without degrading medical capabilities, and to provide prompt recycling of PMIs.
The handling and return of equipment to the PMI system requires a reliable supporting logistic
infrastructure to ensure that PMIs are available and serviceable. The plan for a PMI exchange
system including the return of AE equipment and PMIs to the theater of origin should be addressed
in the respective theater OPLAN.

b. When a patient requires evacuation, it is the originating MTF’s responsibility to provide
the PMI required to support the patient during evacuation. This PMI accompanies a patient
throughout the chain of evacuation from the originating MTF to the destination MTF, whether it
is an intra- or intertheater transfer. The Services will include and maintain initial quantities of
DMSB PMIs in the appropriate medical assemblages. They should not assume or plan for
shortfalls of PMIs being satisfied by USAF PMI centers. Through the DMSB, the Services will
identify and approve PMI equipment items. Medical equipment for use in PMIs must be certified
for use in aircraft by the joint airworthiness certification-testing agency. A joint certification
label is required to designate airworthiness certification for all PMI equipment. The joint
certification label must be affixed to each piece of AE certified equipment. To reduce medical
equipment shortfalls experienced within the theater, the JFC must ensure that detailed procedures
are established to resupply and refurbish PMlIs.

2. Patient Movement Item System

The objective of the PMI system is to sustain the PM/evacuation system without diminishing
the capability of forward medical units. This is done by providing in-kind exchange of equipment
for treatment continuity or by using equipment that is Service specific, DMSB approved.
Equipment listings are maintained by the Service medical logistic agencies. Prompt recycling
of PMI is essential for minimal inventory investment. The USAF PMI system comprises the
management of PMI equipment and materiel. The PMI system will provide a seamless in-
transit patient and/or equipment management process from initial entry to the patient’s final
destination. The PMI system will deploy with the AE system, be managed and supplied through
the AE system, and collocate with AE intratheater and/or intertheater interfaces in order to
provide initial AE operational capability, sustainment of AE operations, and minimize equipment
turnaround time.
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3. Patient Movement Item Centers

Establishment of theater PMI centers is a Service and combatant command responsibility.
Air Force medical units will be tasked, trained, organized, and equipped to perform AE missions,
including PMI operations. The USAF has established five PMI centers to support worldwide
AE operations based on theater requirements. Service PMI centers should be located at ports of
embarkation and/or debarkation within CONUS and outside the continental US that best support
PM/evacuation/treatment plans as identified in combatant command OPLANs and Service/agency
support plans (e.g., NDMS activation). PMI centers are responsible for the overall management,
in-transit visibility, and tracking of PMIs. PMI centers will receive, refurbish (i.e., technical
inspection, calibration, repair, and provision of 1 day of expendable supplies), redistribute, and
return PMIs collected from MTFs. The US Army Medical Materiel Agency may be required to
provide the same level of maintenance support in CONUS if required. PMI centers can be
augmented with personnel and equipment from the other Services in the event of surge and
sustained requirements. Service liaison personnel can also be assigned. MTFs will clean PMI
equipment before returning it to another facility, PMI center and/or cell, or transportation point.
Intratheater movement of PMI equipment is the responsibility of the CCDR.
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APPENDIX B
SERVICE COMPONENT TRANSPORTATION ASSETS

SECTIONA. SUPPORTING AIR FORCE AEROMEDICAL EVACUATION
ELEMENTSAND TRANSPORTATION ASSETS

1. Aeromedical Evacuation Unit Type Code Employment Concept

a This appendix provides a listing of the evacuation capabilities of Service component
trangportation assets and a so includesrail transport resources. Although railway transportation
assetsare not Serviceowned or withinthe DOD inventory, it isimportant to know their capacities
in the event they become available as evacuation platforms through wartime HNS agreements.
Themgority of the Servicetransportation assetslisted in Figure B-1 arenot dedicated MEDEVAC
platforms, and when they are employed for MEDEVAC, their crew must be augmented with
medical personnd to providein-trangit care. A listing of the recommended augmented medical
personnel is provided for each transportation asset.

b. Therole of the TAES and associated assetsis to support joint force operations with an
AE system that can be deployed worldwide to provide support across the range of military
operations. The AE UTCswere devel oped based on the building block principle, which alows
planners to select specific UTCs required to support a pending joint force operation or those
used for developing OPLANSs. Each UTC wasdevel oped to support C2, patient staging, support,
operationd or patient care requirements and has specific mission tasks and respongibilities. At
aminimum, inorder for aTAESto exist, UTCsmust be deployed to establish a C2 structure and
acommunication link between the user and the A E system; provide patient staging at an airfield;
and provide in-flight care. Force packages are groupings of UTCsthat are deployed to meet a
unigue or enhanced capability requirement. AE UTCs are specificaly designed to provide the
maximum amount of flexibility to commanders and planners to meet the full spectrum of AE
operations to include wartime, humanitarian, and disaster response operations. The UTCs are
divided into three categories, C2, patient care, and AE support. Thefollowing sections provide
abrief description of these UTCs.

2. Command and Control Unit Type Codes

a AE Command Squadron. Provides C2 of assigned AE forces. The AECS can deploy
in advance of other AE UTCsto establish the support required for AE forces and establishment
of atheater AE system. The AECSwill advise wing and operations group commanders, aswell
asother appropriate personnel/agencieson AE CONOPS, doctrine, capabilities, and requirements.
This UTC provides procedura guidance, technica guidance and management oversight for
assigned, attached, and trangiting AE elements. The AE crew management cell and/or the AE
support cell may augment the AECS as required.

b. AE Control Team. Located withinthe AMD of the AOC, thisteam isresponsible for
operational planning, scheduling, and execution of scheduled and unscheduled AE missions
through the appropriate AE elements. Once the AECT receives the transport to bed plan from
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SERVICE COMPONENT TRANSPORTATION ASSETS

NOMENCLATURE SERVICE | CONFIGURATIONS LITTER AMI(BSUELAA_‘I_TSC))RY ATTENDANTS
TRANSPORT AIRCRAFT
C-5 GALAXY USAF MAXIMUM NOT 70 2 FLIGHT NURSES
EQUIPPED 3 AEROMED EVAC TECHS
KC-135 STRATOTANKER USAF MAXIMUM 14 ON PSP 16 2 FLIGHT NURSES
3 AEROMED EVAC TECHS
KC-10 EXTENDER USAF MAXIMUM 8 ON PSP 42 2 FLIGHT NURSES
3 AEROMED EVAC TECHS
C-21 USAF MAXIMUM 1 2 1 FLIGHT NURSE
2 AEROMED EVAC TECHS
C-130 HERCULES USAF MAXIMUM 72 92 2 FLIGHT NURSES
USMC COMBINED 50 24
C-141B STARLIFTER USAF MAXIMUM 103 147 3 AEROMED EVAC TECHS
COMBINED 48 38
MAX CAPACITY NOT GENERALLY USED DUE TO
DIFFICULT IN-FLIGHT PATIENT CARE.
C-17 GLOBEMASTER USAF MAXIMUM 36 102 2 FLIGHT NURSES
COMBINED 36 102 3 AEROMED EVAC TECHS

12 PSPS CAN ALSO BE USED RESULTING IN 54 LITTER CAPACITY

Figure B-1 Service Component Transportation Assets
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SERVICE COMPONENT TRANSPORTATION ASSETS (cont'd)

NOMENCLATURE SERVICE | CONFIGURATIONS LITTER AM?SUEIXA.I‘_TS?RY ATTENDANTS
TRANSPORT AIRCRAFT (cont'd)
Civil Reserve Air Fleet (CRAF) CRAF MAXIMUM 87 Carrier Specific | 4 FLIGHT NURSES
(Stage Il Activation) 6 AEROMED EVAC TECHS
OTHER AIRCRAFT
U-21 UTE USA MAXIMUM 3 10
COMBINED N 10
1 MEDIC
C-12 HURON USA MAXIMUM 2 8
USAF —
COMBINED N 8
ROTARY-WING AIRCRAFT
UH-1N IROQUOIS UsMmC MAXIMUM 6 12
1 CORPSMAN
COMBINED 3 5
CH-46 SEA KNIGHT USMC/USN | MAXIMUM 15 22 2 CORPSMEN
COMBINED 6 15 1 CORPSMAN
CH-53D SEA STALLION USMC/USN | MAXIMUM 24 37 (55 WITH
CH-53E SUPER SEA STALLION CENTER LINE
SEATING) 2 CORPSMEN
COMBINED 8 19
Figure B-1 Service Component Transportation Assets (cont’d)
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SERVICE COMPONENT TRANSPORTATION ASSETS (cont'd)

AMBULATORY

NOMENCLATURE SERVICE | CONFIGURATIONS LITTER (SEATS) ATTENDANTS
ROTARY-WING AIRCRAFT (cont'd)
UH-60Q BLACKHAWK USA MAXIMUM 6 7
COMBINED 6 1
UH-1H/V IROQUOIS USA MAXIMUM 6 9
1 MEDIC
COMBINED 3 4
CH-47 CHINOOK USA MAXIMUM 24 33
COMBINED 8 19
FIXED-WING AIRCRAFT
C-2 (COD) USN MAXIMUM NOT 28 2 CORPSMEN
EQUIPPED
P-3 (SUB HUNTER) USN MAXIMUM 10 19 2 CORPSMEN
MEDICAL GROUND VEHICLES
M996/M103 4X4 FRONTLINE NOT MAXIMUM 3 4 DRIVER ONLY
AMBULANCE SERVICE
UNIQUE COMBINED 2 1 1 CORPSMAN
M997 4X4 AMBULANCE NOT MAXIMUM 4 8
SERVICE
UNIQUE COMBINED 2 4

Figure B-1 Service Component Transportation Assets (cont’d)
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SERVICE COMPONENT TRANSPORTATION ASSETS (cont'd)

NOMENCLATURE SERVICE | CONFIGURATIONS LITTER AM?SUE%I_TSO)RY ATTENDANTS
MEDICAL GROUND VEHICLES (cont'd)
M792 TRUCK, 6X6 USA MAXIMUM 3 6 DRIVER ONLY
AMBULANCE
COMBINED 2 3 1 CORPSMAN

M996 TRUCK, 4X4 NOT MAXIMUM 2 6
AMBULANCE ARMORED SERVICE 1 CORPSMAN
HMMWYV-MINI UNIQUE COMBINED 1 3
M997 TRUCK, 4X4 NOT MAXIMUM 4 8
AMBULANCE ARMORED SERVICE 1 CORPSMAN
HMMWYV-MAXI UNIQUE COMBINED 2 4
M1035 TRUCK, 4X4 NOT MAXIMUM 2 6 DRIVER ONLY
AMBULANCE SOFT-TOP SERVICE
HMMWYV-MINI UNIQUE COMBINED 1 3 1 CORPSMAN
BUS, AMBULANCE NOT MAXIMUM 20 44

SERVICE 2 CORPSMEN

UNIQUE CAPACITY VARIES BY SIZE OF BUS
M113 CARRIER, PERSONNEL, USA MAXIMUM 4 10
FULL-TRACKED ARMORED, 1 CORPSMAN
WITH LITTER CONVERSION KIT COMBINED 2 4

Figure B-1 Service Component Transportation Assets (cont’d)
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SERVICE COMPONENT TRANSPORTATION ASSETS (cont'd)

NOMENCLATURE SERVICE | CONFIGURATIONS LITTER AM?SUE%I%?RY ATTENDANTS
NONMEDICAL GROUND VEHICLES
LAV 25, LIGHT ARMORED UsSMC MAXIMUM 0 4 CREW ONLY
VEHICLE
LAVL, LIGHT ARMORED uUsMmC MAXIMUM 4 7 1 CORPSMAN
VEHICLE, LOGISTICS VARIANT
AAV, LVPT-7 AMPHIBIOUS usmcC MAXIMUM 6 21 1 CORPSMAN
ASSAULT VEHICLE, LANDING
VEHICLE PERSONNEL
M1008 4X4/4X2 TRUCK, CARGO [ USA, USMC [ MAXIMUM 5 8
M998 4X4 TRUCK USA, USMC | MAXIMUM 5 6
CARGO/TROOP CARRIER 1 CORPSMAN
M813, M923 TRUCK, CARGO 5 USA, USMC | MAXIMUM 12 20
TON
RAIL TRANSPORT
SLEEPING CAR NATO/HOST- | MAXIMUM 32 32
NATION
SUPPORT
(HNS) 1 NURSE
(CAPACITY
VARIES BY
NATION)
Figure B-1 Service Component Transportation Assets (cont’d)
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SERVICE COMPONENT TRANSPORTATION ASSETS (cont'd)

AMBULATORY

NOMENCLATURE SERVICE | CONFIGURATIONS LITTER (SEATS) ATTENDANTS
RAIL TRANSPORT
AMBULANCE RAILWAY CAR NATOHNS | MAXIMUM 24 30
(CAPACITY
VARIES BY 1 NURSE
NATION)
AMBULANCE RAILWAY CAR, NATO/HNS | MAXIMUM 21 21
PERSONNEL (CAPACITY
VARIES BY 2 WARD ATTENDANTS
NATION)
RAIL BUS GERMANY | COMBINED 40 16
WATERCRAFT
LCVP, LANDING CRAFT, USN MAXIMUM 17 36
VEHICLE & PERSONNEL
2 CORPSMEN
LCM-6, LANDING CRAFT USN MAXIMUM 30 80
MECHANIZED
LCM-8, LANDING CRAFT USN COMBINED 50 200 3 CORPSMEN
MECHANIZED LIT/AMB
LCU, LANDING CRAFT UTILITY | USN MAXIMUM 100 400
LCAC, LANDING CRAFT AR USN IN CREW SPACES 3 12 2 CORPSMEN (1 IN EACH

CUSHION

CREW COMPARTMENT)

CORPSMEN AS NEEDED
FOR CONFIGURATION

Figure B-1

Service Component Transportation Assets (cont’d)
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the PMRC, the AECT coordinates airlift to meet AE requirements, tasks the appropriate AE
elements, and notifies the PMRC when mission taskings are scheduled in order to maintain full
patient in-transit visibility. TheAECT also monitors execution of AE missions and coordinates/
communicates with theater planning cells and AE command elements as necessary. The AECT
advisesthe DIRMOBFOR and liaisonswith JTF/component surgeonsonAE issues. TheAECT
must be able to establish communication links with other AE components and PMRC.

c. AE Plans and Srategy Team (AEPST). Collocated with the combat plans and/or
strategy divison within the joint air operations center (JAOC), and reporting to the director,
JAOC. Develops plansand strategies and determines number and location of AE assets needed
to support operationa requirements. Providesthisinformation to theAECT inthe JAOCAMD
for approva by the JFACC and execution by the JAOC director. The AEPST communicates
and coordinates with other AE components as necessary, but it does not exert any direct C2
functions.

3. Patient Care Unit Type Codes

a AE Crew. TheAECisanAE building block UTC that managesin-flight care and safety
for patients aboard fixed wing AE missons. An AE crew is used to move stabilized patients,
who have been regulated by the PMRC, between levels of care using inter- or intratheater fixed
wing airlift.

b. Critical CareAir Transport Team. CCATTs provide specialized care, in conjunction
with AE crews, to evacuate critical patients requiring advanced care during transportation.
Recognized as clinical experts, these teams are medically responsible for their patients and
function under the in-flight direction of the mission clinical director and aircraft director. The
CCATT physicianisclinically responsible for care given to CCAT T-assigned patients and may
be asked to assst or advise on the care of the other patients. AE missionsthat require CCATT
augmentation will be identified/validated by PMRC/AECT. The theater validating surgeon, in
conjunction with the CCATT director, designated by the AES command center, normally
coordinatesindividua CCATT mission requirements.

c. AE Control Team. TheAECT islocated withintheAMD of theAOC andisresponsible
to the AMD chief, AOC director, and the DIRMOBFOR for current AE operationa planning,
tasking, and mission execution to the theater. Once a vaidated PMR is received, the AECT
coordinates airlift and AE assets to meet AE requirements, tasks the appropriate airlift wings
through the ALCT and ATO, and passes mission information to the PMRC. This team aso
coordinates airlift with TACC/AMOCC to meet AE requirements.

d. Expeditionary AE Saging Team (EAST). EASTs provide the initid capability to
receive patients and administrative and supportive patient care on ground and in flight. They
generdly deploy as afollow-on staging capability to the expeditionary AE coordination team
(EACT)/expeditionary AE crew member support (EACS). When combined with these two
UTCs, they can provide short-term 24-hour staging capability for up to 10 patients at any one
time.

B-8 JP 4-02



Service Component Transportation Assets

e. Mobile Aeromedical Staging Facility. The MASF provides rapid response patient
staging, limited holding, and AE crew support capability. Normally located at or near airheads
capable of supporting mobility airlift, the MASF is designed to provide forward support with
the smallest footprint. It is made up of athree person aert AEC, communications, liaison, and
patient care teams. For contingency planning patient throughput is 40 patients per 24 hours.
When crew is tasked from the MASF, staging capability is degraded. The MASF includes a
capability to receive patients, provide supportive patient care, and meet administrative
requirements on the ground while awaiting AE airlift. CCATTs can be assigned to forward
based MASFs to enhance rapid evacuation of stabilized patients.

f. MASF Augmentation. The MASF may be augmented with additional personnel and
equipment to increase patient staging capability as needed. Enhances ability to receive and
provide administrative and supportive patient care for patients awaiting evacuation. Increases
staging capability to 80 patients per 24 hours. Must deploy with or asfollow-onto MASF (not

astand aone capability).

g. Contingency Aeromedical Staging Facility. The CASF may be used at major
intertheater hubs to support the full spectrum of contingency operations. The CASF provides
patient staging support the medical treatment facility, and differs from the MASF in that the
CASF is fixed, not mobile. The CASF interfaces with the AE mission and falls under the
command and control of the medica group commander.

4. Aeromedical Evacuation Support Unit Type Codes

a Aeromedical Evacuation OperationsTeam. The AEOT isabuilding block team with
force augmentation packages that conducts the activities associated with management and
direction of assigned, attached, and transiting AECs, CCAT Tsand associated equipment. AEOT
equipment includes office, communications, and logistical support items to accomplish the
misson. The AEOT UTC supportsAE operations at inter- or intratheater hubsincluding those
at forward operating airfields. The team works directly with airlift C2 agencies such asthe air
mobility control center, the AMOCC, AECT, TACC or other airlift agencies to coordinate AE
missions and ensure on-time launch and recovery. The AEOT works closaly with other TAES
elements including MASF, CASF, and service component medical treatment elements to
accomplish itsmission.

b. AE PMI Medical Logistics Team. This team provides manpower for operational
management of PMI centers and/or cells. Their duties consist of storage, reception, inventory
control, issue, paletizing, shipping, and ID of requirements and updating the supporting
management information system. They liaison with AE and user Service personnel regarding
PMI demands. They are collocated with theAEOT or key locationsto facilitate PM1 movement.

c. AE PMI Biomedical Equipment Repair Team. This team provides regional
mai ntenance and repair capability for equipment in PMI centersand/or cells. Their dutiesinvolve
scheduling and completing scheduled preventative maintenance and calibration, repair and
mai ntenance services, and updating the PMI information system.
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5. Force Packages

a When certain AE UTCsare combined, an enhanced or specific capability canbeachieved.
Thefollowing are combinationsof UTCsdes gned to createforce packagesthat can beemployed
to meet mission requirements.

b. AEOT ForcePackage. (IncludesAE command augmentationteam [ACAT], AECMs,
and AE administrative support team [AAST].) This package provides operationa and mission
management; crew management for assigned, attached, and transiting AE crews; and in-flight
medical equipment management to include supplies, medications, and sufficient LOX. They
direct launch and recovery activities and supervise ground handling and on/offload of patients.
They ensure appropriate aircraft configuration and equipment availability. Their duties also
involve scheduling and aerting crews, coordinating life support, food service, transportation,
and lodging; and administrative duties, such as mission paperwork preparation. They support
all aircraft transporting patients, including CRAF. The AEOT can be deployed incrementdly,
but acomplete AEOT force package consists of an AE command augmentation team, AE crew,
two crew management cells, and an AAST. The ACAT istheinitial UTC to deploy from this
force package and subsequent elements are added as mission requirements dictate.

c. AELT ForcePackage. (Indudesexpeditionary liasonteamandAELT.) Whenfully employed,
thispackageprovideshighintengty, long duration support with fully cgpablemultiplecommunication
capability to meet any possible requirement. They provide continuous 24-hour operations,
communications, andflight dinica coordinationinterfacewiththeuser Sarvice/cusomer. UTCscanbe
employedincrementaly or inconjunctionto meet missonrequirements.

d. Expeditionary Aeromedical SagingFacility (EASF) ForcePackage. (IncludesEACT,
EACS, and EAST.) Whenfully deployed, this package provides 24-hour, short-term aeromedical
staging capability for 10 patientsat any onetime. Extended or anticipated operationsat surge cgpability
beyond 72 hoursmay requireaugmentation by additiond MASFUTCs.

e. Mobile Aeromedical Saging Facility (ASF) Force Package. (Includes EASF,
MASF-25 package and MASF-50 package.) This package is designed to support mgor war
requirements. It providesthe personnel for supportive patient care, patient staging, and emergent
AEC capability. It can be deployed incrementally or as a force package to meet mission
requirements. It interfaces with fixed- and rotary-wing aircraft.

f. ASFForcePackage. (Includes50-bed ASFinitid eement and 25-bed A SF augmentation
package.) Thispackage supports the deployed aeromedical staging mission at strategic-tactical
interface pointswithin atheater or area of operations, strategic hub, or CONUS interface point.
It providesthe personne to support AE command, control, communications, patient care, patient
staging, and system support. 1t can be employed incrementally or as a force package to meet
mission requirements.

6. Theater Airlift Resources
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a Theprimary Air Force aircraft available to support theater AE are the C-130 and C-17.
The C-130 operates either as preplanned, retrograde, or opportune AE and isthe primary aircraft
for moving patientsfrom and within the combat zone. Preplanned AE can be scheduled in either
a preconfigured or retrograde operation at the discretion of the GCC and the theater’'s IMC.
When using retrograde, the aircraft flies into an airfield, off-loads the cargo and/or passenger
load, andisreconfigured for AE onthereturn, or retrogradeleg. Retrograde aircraft utilizelitter
configuration equipment organictotheaircraft. To usepreplanned airlift, the GCC must gpportion
theater airlift for the AE mission. These aircraft can then be configured for AE prior to misson
origination. Dedicated and preconfigured preplanned aircraft enable AE mission planners to
use the same aircraft to make multiple stops, facilitate scheduling of the mission(s) to meet AE
requirements (e.g., increased flexibility with APOE and/or APOD selection), and permit an
increased litter AE configuration. However, using preconfigured preplanned AE does reduce
the number of airframes available to the GCC for other missions. Aircraft characteristics for
theater support aircraft are outlined below. Patient stability may dictate changesin the mix of
patientsto crew members, crew augmentees, and medical attendants affecting standard planning
assumptions.

b. C-130 Hercules. The C-130 is a high wing, four-engine turboprop aircraft. For AE
purposes, itispredominantly used for intratheater rather than intertheater evacuation. AE planning
factor isfor 50 patients. The fuselageisdivided into the cargo compartment and the flight deck.
It can be fully pressurized, heated, and air conditioned. The C-130 can maintain a sea-level
cabin dtitude at an ambient atitude of 19,000 feet and an 8,000 foot cabin atitude at an ambient
dtitudeof 35,000 feet. 1t canland and take-off on short runways, which alowsrapid trangportation
of personnel and equipment. The C-130 can bereadily configured for AE by using seat and litter
provisions stowed in the cargo compartment. 1t can hold amaximum of 74 litters, depending on
the availability and serviceability of inherent equipment and the model of the aircraft, 92
ambulatory patients and/or medica crew members, or a variety of combinations of litter and
ambulatory. The C-130 poses several constraintsfor AE operations. Theseinclude cabin noise,
which can make patient eva uation difficult and inadequatelighting for many patient care activities.
The aircraft oxygen system needs to be supplemented by a self-contained AE system for
therapeutic oxygen ddlivery. The single lavatory is on the cargo ramp and is impossible for
some otherwise ambulatory patients to use. During engines-running on-load and off-load
operations at unimproved arfields, blown objects and dust can present eye hazards and stressto
crew and patients.

7. Intertheater Airlift Resources

a Theprimary Air Force aircraft available to support intertheater AE are the KC-135 and
C-17arcraft. Thecommander AMC TACC normally hasOPCON of theseresourcesand dlocates
airframes to meet operational requirements. As with theater airlift resources, airlift can be
scheduled in either apreplanned, retrograde, or dedicated, role asoutlined abovein theater airlift
resources. AE CRAF aircraft would be the only aircraft dedicated to AE.
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b. KC-135Tanker. Tanker arcraft havebegun augmenting theAir Force SAE missonto extend
medica caretocriticaly injured patients. A basic crew of five (twoflight nursesand threemedical
technicians) isadded for aeromedicd evacuationmissons. Medica crew may bedtered asrequired by
theneedsof patients.

c. C-17Globemader 111. TheC-17 isthenation’snewest operationd drategicarlifter cgpable
of trangporting patients. 1tispowered by four turbofan enginesand cruisesat about 550 milesper hour
withanunrefudedrangeinexcessof 5,250 miles. TheC-17 hasthreeaeromedicd stationsstowed on
thesdewadl toaccommodate9litters. If additiond litter sanchionsareadded totheaircraft, the C-17
cantransport atotd of 36 litter patients. TheC-17 candso be configured with patient support palets.
Fivetherapeutic oxygen outletsare provided, and there aretwel ve designated aeromedical utility
receptaciesfor eectrica power.

8. Civil ReserveAir Fleet

Inorder to overcome shortfalsinfulfilling wartimeAE requirementswith retrograde airlift,
Commander, USTRANSCOM, in conjunction with anumber of airlines and the Department of
Transportation, can activate the AE CRAF segment to provide aircraft dedicated to the strategic
AE misson. The CRAFiscomposed of civil air carrierswho contractually commit themselves
to provide operating and support personnd, facilities, and aircraft to USTRANSCOM under
stated conditions. The primary aircraft to be provided to support aeromedical airliftistheBoeing
767. Once activated, each Boeing 767 would be reconfigured from its passenger configuration
to an aeromedical configuration. With airline delivery time factored in, planning estimate is 72
hoursfrom natification to the airlinesto deliver an aircraft until the aircraft can be reconfigured.
Sincethe AE CRAF isadedicated AE arrcraft, planning factorsto be used when moving stable
patients is 47 ambulatory-only patients per mission and 87 patients per mission when moving
litter-only stabilized patients. Each Boeing 767 so configured would remain in the AE system
until such time that the operation no longer requiresit.

9. Non-Traditional Aeromedical Evacuation Aircr aft

I nstances may occur that requirethe use of aircraft other than those normally used to support
AE operations (C-5, KC-10, C-12, C-21). AE missions can be flown on these aircraft with
careful planning consideration for theloading and unloading of patientsand placement of patients
during flight. On those occasions when AECMs may be required to accompany patients on
nontraditiona aircraft, AECMs should work closaly with the flight crew and receive, a a
minimum, abriefing on emergency egress, oxygen, and electrica system capability asit relates
to patient and/or emergency use. Guidelinesfollowed on other AE missions should be observed
as much as possible. AECMs should refer to AE regulations for further guidance on utilizing
specific aircraft.

10. Ambulance Bus

Theambulancebus(AMBUS) isorganic to thetable of alowancefor contingency hospitals
and aeromedical staging squadrons. TheAMBUS has an inherent capability to transport 12 litter
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or acombination of litter and ambulatory patientsfrom 4 litter and 24 ambulatory upto 12 litter and O
ambuleory.

SECTION B. SUPPORTING NAVY/MARINE CORPS/COAST GUARD
EVACUATION ELEMENTS

11. Navy

a Currently, the Navy has no dedicated AE resources a theater level MTFsto go forward
and retrieve casualties. Evacuation continues to be provided by lifts of opportunity from Navy
aswell as other JTF resources as identified during the planning process.

b. Casualty Recelvingand Treatment Ships(CRT Ss). Designated shipsof theamphibious
task force that can provide FRC capability and medical and dentd support to the landing force.
General-purpose amphibious assault ships are suitable for use as CRTS. AE to CRTS s by
Navy or Marine Corpslift of opportunity or in some cases by Army helicopter.

c. The mission of the Fleet Hospital Program is to provide definitive health care to the
Fleet and Fleet Marine Forces engaged in combat operations. Fleet hospitals can be configured
from 10-bed expeditionary medical facilities (EMFs) to 500-bed fleet hospitals. Fleet hospitals
are pre-positioned afloat and outside the continental United States (OCONUS) ashore. The
“4/2" fleet hospital construct iscomposed of four modules and hasthe capability of deployingto
two separate sites. The EMF has 1 operating room, and 10 beds, and is tent-based and air-
mobile.

d. Hospital Ships. Two hospital shipsoperated by Military Sealift Command are designed
to provide emergency, on-site carefor US combatant forces deployed in war or other operations.
No Navy or Marine Corps dedicated evacuation support currently exists for T-AHs. Current
Joint Steff initiatives lead to the provision of an Army air ambulance company to support the
evacuation requirements for T-AHSs.

(1) Features: United SatesNaval Ship (USNS) Mercy (T-AH 19) and USNSComfort
(T-AH 20) each contain 12 fully-equipped operating rooms, a 1,000 bed hospita facility, digital
radiological services, adiagnostic and clinical laboratory, a pharmacy, an optometry lab, a cat
scan and two oxygen producing plants. Both vessels have a helicopter deck capable of landing
large military helicopters, aswell as Side ports to take on patients at sea.

(2) Background: Both hospital shipsare converted San Clemente-classsuper tankers.
Mercy was delivered in 1986 and Comfort in 1987. Normally, the ships are kept in a reduced
operating statusin Baltimore, MD, and San Diego, CA, by asmall crew of civilian marinersand
active duty Navy medical and support personnel. Each ship can be fully activated and crewed
within five days. Mercy went to the Philippinesin 1987 for a humanitarian mission. Both ships
were used during Operation DESERT SHIELD/STORM. The USNS Comfort twice operated
during 1994 — once for Operation SEA SIGNAL’'S Cuban/Haitian migrant interdiction
operations, and asecond time supporting USforcesand agenciesinvol ved in Haiti and Operation
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UPHOLD DEMOCRACY. On 12 September 2001, Comfort set sail for New York City and provided
housing, laundry, food, medica and other servicesto volunteersand rescue personne for nearly three
weeksinthewakeof theterrorist attack ontheWorld Trade Center. Comfort wasactivated againin
December 2002 and sailed to the Persian Gulf to support Operation IRAQI FREEDOM.

e. The Navy currently has no dedicated AE resources at definitive care capability MTFs.
Therefore, Navy doctrine relies on the collocation of a staging facility with FHP elements to
facilitate patient evacuation. Although movement assetsare primarily provided by theAir Force,
Figure B-1 depicts fixed-wing Navy assets which could be employed on a case-by-case basis.

12. Marine Corps

The Marine Corps depends on Navy and other JTF evacuation assets for support. The
Marine Corps has no theater hospitalization capability assets.

13. Coast Guard

The Coast Guard depends on Navy and other JTF evacuation assetsfor support. The Coast
Guard has limited first responder capability and no FRC capability or theater hospitalization

capability.

SECTION C. SUPPORTING ARMY EVACUATION ELEMENTS
AND REQUEST PROCEDURES

14. General

a The USA typicaly isthe primary provider of air and ground MEDEVAC assets to the
CCDR. The Army has dedicated assets specificaly organized to provide this function. Asa
member of the JTF, Army MEDEVAC provides forward PM to members of the JTF aswell as.
HN, interagency, NGOs, detainees, DOD and non-DOD civilians and contractors.

b. Army MEDEVAC in atheater may be provided in a generd support (GS) or DS role
based ontherequirementsof the JTF. If availableand allocated, team or company sized elements
of Army air or ground ambulances can be tasked to directly support those e ements of the JTF
that do not have sufficient organic evacuation assets.

c. The support roles and alocation of MEDEVAC units are directed through the GCC's
joint PM system (appendix 1 to annex Q). Theplanisbased on many factorsincluding: casuaty
estimates based on supporting the HN, DOD, and interagency populations, MTF locations, air
and ground ambulance maintenance support locations, supported CJTF units, missons, and

theater geography.

d. Army air and ground ambulance units are dedicated medica units and are afforded the
protection of the Geneva Conventions. 1n compliancewith the Geneva Conventions, these units
may only perform the MEDEVAC mission (and other associated medical missions). Personal
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wegponsarecarried for self-defenseand thedefense of patients. All platformsaremarked withared
crossor equivaent symbol ogy.

15. Evacuation Through theJoint Capabilitiesof Care

a Withinthe areaof operations (AO), patients are collected, triaged, treated, and returned
to duty as far forward as possble. The patients are evacuated to the MTF most capable of
providing therequired treatment in the shortest possibletime. Theamount of evacuation activity
is dependent upon combat intensity, environmental conditions, terrain, and other specid
circumstances.

b. Army patient evacuation of casuatiesinthe AO occursfrom point of injury or illnessto
the appropriate capability of care. The Army usesthis system to moveits patientsfrom point of
injury through theater hospitalization capabilities of care and coordinates with the JPMRC or
the TPMRC to ensure a seamless and cogent integration with the joint intertheater PM system.
CASEVAC is a part of the Army doctrine however; when utilized it requires deliberate and
distinct planning, used when dedicated PM assets are overwhelmed.

16. Army Medical Evacuation Units
a. Air Ambulance Company
(1) Configuration: An air ambulance company consists of 12 HH-60's and
approximately 85 assigned personnel. An air ambulance company isassigned to a GS aviation
battalion.
(2) HH-60Air Ambulance: Each HH-60 iscapableof carrying either six litter patients
and one ambulatory patient, seven ambulatory patients, or some combination thereof. A litter-

only configuration for 12 HH-60 aircraft resultsin atota lift capacity of 72 patients.

(3) Mission. Theair ambulance company’s mission isto conduct MEDEVAC within
an operationa area.

(4) Capabilities. A typica air ambulance company provides the following:

(8 Evacuation of patientsfrom point of injury or illness to therequired capability
of care.

(b) The ability to task organize into four forward support MEDEVAC teams of
three air ambulances each.

(c) Air crash rescue support, less fire suppression, in combat search and rescue
operations.
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(d) Rapidddivery of wholeblood, biologicas, and medical suppliesto meet critical
reguirements

(e) Rapid movement of medical personnd and their accompanying equipment and
suppliesinresponseto MASCALL, reinforcement and/or recongtitution, or emergency sSituations.

(f) Movement of patients between MTFs, airheads, and or ships.
b. Ground Ambulance Company

(1) Configuration. A ground ambulancecompany is100% mobileand normaly conssts
of 40 ground ambulances and 124 assigned personnd.

(2) Misson. Theground ambulance company’ smissionisto provideground evacuation
of patients within the operational area.

(3) Capabilities. Thereareavariety of Army ground ambulances. For light or varied
operations, high mobility multipurposewhee ed vehicles(HMMWV) and HMMWYV derivatives
are used. Each has a 4 litter or 8 ambulatory patient capacity. For airborne or high mobility
operationsthe M996 derivativeisused, with a2 litter capacity. For heavy (armor) operations, an
armored personnel carrier (M113) derivative is used in some units. The Stryker MEDEVAC
vehicleisahighly mobilearmored evacuation vehicleandisthe newest Army ground evacuation
platform. The ground ambulance company provides the following.

(8) Evacuation of patients (consistent with evacuation priorities and operational
considerations) from point of injury or illness.

(b) Movement of patients between MTFs, airheads, and or segports.
(c) Emergency movement of medical supplies.
17. Evacuation Request Procedures

a General Ingtructions. Procedures for requesting MEDEVAC are derived from an
established joint PM system (appendix 1 to annex Q) of the OPORD. The same format is used
for requesting both aeromedical and ground evacuation. Beforeinitiating an evacuation operation,
aunit must have an established medica evacuation plan. The plan may be an SOP or it may be
designed for a particular operation.

b. Medical Evacuation Patient Precedence Assignments. Assignment of patient
evacuation precedence is necessary and is made by the senior military person present based on
the tactical stuation. Precedence assgnment provides the supporting medica unit and the
controlling HQ with information to be used in decision-making with regards to the use of their
evacuation assets. Patientsare evacuated as soon as possi ble cons stent with available resources
and pending missions. Patient precedence and thecriteriaused in their assgnment areasfollows:
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(1) Priorityl -URGENT. Patientsrequiring emergency, short noticeevacuationwithina
maximum of 2 hoursto savelife, limb, or eyesight and to prevent seriouscomplicationsof theinjury,
seriousillness, or permanent disshility.

(2) Priority IA - URGENT-SURGICAL. Patients requiring FRC for life and limb
saving measures, and to attain stabilization for further evacuation.

(3) Priority Il - PRIORITY. Patients requiring prompt medical care, within a
maximum of 4 hours, to prevent the medical condition from deteriorating to an URGENT
precedence, to prevent unnecessary pain or disability, or who require trestment not available
locally.

(4) Priority 11 -ROUTINE. Patientswho do not requireimmediate medical attention
and whose condition is not expected to deteriorate significantly. They should be evacuated
within 24 hours.

(5) Priority IV -CONVENIENCE. Peatientsfor whom evacuation by medica vehicle
isamatter of medical convenience rather than necessity.

c. Unit Responsibilities in Evacuation. A request for MEDEVAC places certain
responsibilities on the requesting unit. To prepare for and assist evacuation operations, the unit
must ensure the following.

(1) Thetactica Stuation permits evacuation and patient information is ready when
the request is submitted.

(2) An English-speaking representative at the pickup site when the evacuation is
requested for non-US personnel.

(3) Petients are moved to the safest aircraft approach and departure point or ground
ambulance exchange point.

(4) Unit personndl are familiar with the principles of helicopter operations. The unit
typically:

(8 Preparesthelanding site.
(b) Loadsand unloads the helicopter according to the crew’sinstructions,
(c) Briefsthe pilot on thelocation of enemy troops.

(d) Guidesthe helicopter using hand signals.
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d. Medical Evacuation Request Formatsand Procedures. The MEDEVAC request is
used for requesting evacuation support for both air and ground ambulances. There are two
established MEDEVA C formatsand procedures. onefor wartimeuseand onefor peacetimeuse. The
differencesthat exist between thesetwoformatsarenotedinlines6and 9in FigureB-2. Additiondly,
under al non-war conditionsclear text transmissonsof MEDEVA C requestsareauthorized. During
wartime, evacuationrequestsaretranamitted by securemeansif possible.

e. Transmission of the Request. MEDEVAC requests should be made to the unit that
controls evacuation assets, by the most direct communications means available. The
communications means and the channels used will depend on factors such as the organization,
location on the battlefield, distance between units, and the communications means available at
the time. Primary and aternate channels to be used are specified in the unit evacuation plan.

(1) Transmission Security. Wartime conditions dictate al requests be transmitted by
secure means if possible. Regardless of the type of communications equipment used in
transmission, it is necessary to:

(8 Makethe proper contact with the intended receiver.

(b) Useaccurate call signs and frequencies from the unit at the pick up sight.

(¢) Providethe opening statement: “I HAVE A MEDEVAC REQUEST.”

(d) Theunit requesting the MEDEVA C must monitor thefrequency they provided
inthe9linerequest (Figure B-2, line 2 of request) in order to receive contact from the evacuation

vehicle.

(2) Recaver Acknowledgment. After the opening statement is made, the transmitter
breaks for acknowledgment.

f. Relaying Requests. If the unit receiving the request does not control the evacuation
means, it must relay the request either to the HQ or unit that has control or to another relaying
unit.

18. Medical Evacuation Request and After-Action Record
Once the evacuation mission is completed, an after-action record of the mission will be

completed to provide historical data and lessons learned. A sample of this record is shown in
Figure B-3.
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DESCRIPTION OF MEDICAL EVACUATION

REQUEST PREPARATION

NORMAL
LINE ITEM FORMAT SOURCE SOURCE REASON
1 Encrypt the grid From Map Unit Required so evacuation
coordinates of the pickup leader(s) vehicle knows where to
site. When using the pick up patient. Also, so
DRYAD Numeral Cipher, that the unit coordinating
Location of [ the same "SET" line will the evacuation mission
pickup site be used to encrypt the can plan the route for the
grid zone letters and the evacuation vehicle (if the
coordinates. To preclude evacuation vehicle must
misunderstanding, a pick up from more than
statement is made that one location).
grid zone letters are
included in the message
(unless unit standard
operating procedure
specifies its use at all
times).
2 Encrypt the frequency of | From SOI RTO Required so that
the radio at the pickup evacuation vehicle can
Radio site, not a relay contact requesting unit
Frequency, | frequency. The call sign while en route (obtain
Call Sign, (and suffix if used) of the additional information or
and Suffix person to be contacted change in situation or
at the pickup site may be directions).
transmitted in the clear.
3 Report only applicable From Medic or Required by unit
information and encrypt evaluation senior controlling the
the brevity codes. of patient(s) | person evacuation vehicles to
Number of | A - URGENT present assist in prioritizing
patients by B - URGENT-SURG missions.
precedence |c . pPRIORITY
D - ROUTINE

E - CONVENIENCE

If two or more categories
must be reported in the
same request, insert the
word "BREAK" between
each category.

Figure B-2. Description of Medical Evacuation Request Preparation
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DESCRIPTION OF MEDICAL EVACUATION
REQUEST PREPARATION (cont'd)
NORMAL
LINE ITEM FORMAT SOURCE SOURCE REASON

4 Encrypt the applicable From Medic or Required so that the
brevity codes. evaluation | senior equipment can be

Special A - None. of patient or | person placed on board the

Equipment B - Hoist. situation present evacuation vehicle prior

Required C - Extraction equipment. to the start of the
D - Ventilator. mission.

5 Report only applicable From Medic or Required so that the
information and encrypt | evaluation | senior appropriate number of
the brevity code. If of patient(s) | person evacuation vehicles may

Number of requesting medical present be dispatched to the

patients by evacuation for both pickup site. They should

type types, insert the word be configured to carry
"BREAK" between the the patients requiring
litter entry and the evacuation.
ambulatory entry.
L+# of Pnt - Litter
A+# of Pnt - Ambulatory
(sitting)

6 N - No enemy troops in From Unit leader | Required to assist the
area. evaluation evacuation crew in

) P - Possible enemy of the assessing the situation

(Wartl_me) troops in area (approach | situation and determining if

Security of | ity caution). assistance is required.

Pickup Site | £ Enemy troops in area More definitive guidance
(approach with caution). can be furnished the
X - Enemy troops in area evacuation vehicle while
(armed escort required). itis en route (specific

location of enemy to
assist an aircratft in
planning its approach).

6 Specific information From Medic or Required to assist
regarding patient wounds | evaluation | senior evacuation personnel in

(Peacetime) | by type (gunshot or of patient person determining treatment

Number and | shrapnel). Report present and special equipment

Type of serious bleeding, along needed.

Wound, with patient blood type, if

Injury, or known.

liness

Figure B-2. Description of Medical Evacuation Request Preparation (cont’d)
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DESCRIPTION OF MEDICAL EVACUATION
REQUEST PREPARATION (cont'd)

NORMAL
LINE ITEM FORMAT SOURCE SOURCE REASON

7 Encrypt the brevity Based on Medic or Required to assist the
codes. situation senior evacuation crew in
A - Panels. and person identifying the specific

Method of B - Pyrotechnic signal. availability | present location of the pickup.

Marking C - Smoke signal. of Note that the color of the

Pickup Site | D - None. materials. panels or smoke should
E - Other. not be transmitted until

the evacuation vehicle
contacts the unit (just
prior to its arrival). For
security, the crew should
identify the color and the
unit verify it.

8 The number of patients in | From Medic or Required to assist in
each category need not | evaluation | senior planning for destination
be transmitted. Encrypt | of patient person facilities and need for

Patient only the applicable present guards. Unit requesting

Nationality brevity codes. support should ensure

and Status A - US military. that there is an English-
B - US civilian. speaking representative
C - Non-US military. at the pickup site.

D - Non-US civilian.
E - Enemy Prisoner of
War

9 Include this line only when | From Medic or Required to assist in
applicable. Encrypt the situation senior planning for the mission.

(Wartime) applicable brevity codes. person (Determine which

Nuclear, N - Nuclear. present evacuation vehicle will

Biological, B - Biological. accomplish the mission

or Nuclear C - Chemical. and when it will be

Contamin- accomplished).

ation

9 Include details of terrain | From area | Personnel Required to allow
features in and around survey at site evacuation personnel to

(Peacetime)
Terrain
Description

proposed landing site. If
possible, describe
relationship of site to
prominent terrain feature
(lake, mountain, tower).

assess route/avenue of
approach into area. Of
particular importance if
hoist operation is
required.

Figure B-2. Description of Medical Evacuation Request Preparation (cont’d)
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MEDICAL EVACUATION/AFTER-ACTION RECORD

DTG CALL SIGN AIR/ UNIT MISSION / MISSION NUMBER
RECEINED GROUND
ITEM CLEAR/ ENCRYPTED BREVITY CODE ACTUAL
DECRYPTED INFORMATION
1
LOCATION OF
PICKUP SITE
2
FREQUENCY/
CALL SIGN
SUFFIX AT
PICKUP SITE
3 A - URGENT
B - URGENT-SURG
NUMBER OF C - PRIORITY
PATIENTS BY D - ROUTINE
PRECEDENCE E - CONVENIENCE
4 A - NONE
B - HOIST
SPECIAL C - EXTRACTION EQUIP
EQUIPMENT D - VENTILATOR
5 L +# OF PNT - LITTER
A +# OF PNT AMB
NUMBER OF (SITTING)
PATIENTS BY
TYPE
6 N - NO ENEMY TROOPS
P - POSSIBLE ENEMY
TROOPS (CAUTION)
SECURITY OF E - ENEMY TROOPS IN
PICKUP SITE* AREA (CAUTION)
X - ENEMY TROOPS IN
AREA (ARMED
ESCORT REQUIRED)
Figure B-3. Medical Evacuation/After-Action Record
B-22 JP 4-02



Service Component Transportation Assets

MEDICAL EVACUATION/AFTER-ACTION RECORD (cont'd)
TEM CLEAR/ ENCRYPTED BREVITY CODE ACTUAL
DECRYPTED INFORMATION
7 A - PANELS
B - PYROTECHNIC
SIGNAL
METHOD OF C - SMOKE SIGNAL
MARKING
PICKUP SITE D - NONE
E - OTHER
8 A - US MILITARY
B - US CIVILIAN
PATIENT C - NON US MILITARY
NATIONALITY D - NON US CIVILIAN
AND STATUS E - EPW
9 N - NUCLEAR
B - BIOLOGICAL
NBC C - CHEMICAL
CONTAMINATION*
NEAREST AXP DESTINATION MTF DEST FREQ/CALL ETE
SIGN
NOTES:
(EXPLAIN DELAYS)
(LIST NSB'S OR AIR CORRIDORS)
(LIST EXCHANGE REQUIREMENTS)
“WARTIME

Figure B-3. Medical Evacuation/After-Action Record (cont’d)
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MEDICAL EVACUATION/AFTER-ACTION RECORD (cont'd)

DTG REQUEST RECEIVED DTG REQUEST EVAC VEHICLE/AIRCRAFT
BY EVACUATION UNIT RECEIVED BY DESIGNATION (BUMPER
EVACUATION CREW NUMBER/AIRCRAFT NUMBER)
DTG ARRIVED AT PICKUP DTG DEPARTED PICKUP | EVACUATION ORGANIZATION
SITE SITE
DTG ARRIVE AT MTF 1 DESIGNATION OF MTF 1 LOCATION OF MTF 1
DTG ARRIVE AT MTF 2 DESIGNATION OF MTF 2 LOCATION OF MTF 2
DTG ARRIVE AT MTF 3 DESIGNATION OF MTF 3 LOCATION OF MTF 3
DTG ARRIVE AT MTF 4 DESIGNATION OF MTF 4 LOCATION OF MTF 4

PATIENT DATA

NAME RANK SER/ID UNIT MTF
NUMBER EVACUATED
TO

MISSION NARRATIVE: CHRONOLOGICALLY COVER AS MUCH INFORMATION AS IS
AVAILABLE.

EVAC CREW, INDIVIDUAL IN CHARGE: SIGNATURE OF INDIVIDUAL IN
CHARGE

PILOT/DRIVER:

MEDIC:

CREW CHIEF:

CONTINUATION OF INFORMATION:

Figure B-3. Medical Evacuation/After-Action Record (cont’d)
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APPENDIX C
HEALTH SERVICE LOGISTIC SUPPORT

1. Introduction

a. HSLSprovidesthe specialized products and services required to support HSS and FHP.
These products and services are used dmost exclusively by the HSS system, are critical to its
success in delivering hedlth care, and are usualy subject to strict standards and practices that
govern the hedlth care industry in the United States. HSL S functions are managed within the
HSS system using DOD standard business processes and medical information systems, and are
supported by organizations and business processes that are adaptable, scaleable, and tailored to
the HSS mission. Primary HSLS functions provided in support of the CCDR include:

(1) Medical supply chain management (ClassVIlia).

(2) Provison and management of medical equipment.

(3) Biomedical equipment maintenance.

(4) Optical fabrication.

(5) Storage and distribution of blood and blood products (Class VIlIb).
(6) Medical facility management.

(7) Provison of medical gases.

b. HSL Srequiresintensive management and close, persona collaboration among medical
logisticians and clinicians throughout al levels of HSS to ensure that HSLS is respongive to
clinical demands. The vast mgority of medical supplies and equipment used in HSS are
commercid, nonstandard, nondevel opmental itemsthat are subject to rapid changesin technology
and clinical practice. HSLS s characterized by alean, intensively managed supply chain that
extendsfromthe nationd industry baseto customersdeployed far-forward inthethesater. Effective
management of this supply chain has led to close collaboration and forma partnerships that
integrate strategic programsmanaged by DLA withthe Services operational HSL S capabilities.

2. Organization for Health Service Logistic Support

a The ASD(HA) establishes DOD poalicies, programs, and standards that govern the
provision of military health care. Thisincludesthe establishment, in coordinationwiththe DLA
andtheMilitary Service Surgeons Generd, of performance standardsfor the provision of medical
materiel support to the Military Health System. See Figure C-1 for organization diagram.

b. The Military Departments provide fully equipped and provisioned operational HSS
units, toincludethe necessary force structureto operate HSL Sfor their respective Services. The
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ORGANIZATION FOR HEALTH SERVICE LOGISTIC SUPPORT

Joint Staff Military
Departments

Combatant i A
Commander Executive
Agent

The DOD EA
coordinates,
synchronizes, and
enables medical supply

| chain activities.

Service
Component
Command ¢

May be tasked 5

to provide i
SIMLM Functional Lead Agent Functional Lead Agent

OPCON or technical p (MLPC) (DMSB)

n, dependin 'o
2T,

Functional proponent for Promote standardization
Theater Lead information management, and interoperability of
Agents conflgur_atlon management, medical materiel and
(TLAMM) and business process platform capabilities.

reengineering.
ProvidWon,
customer rt operations,

and supply chain planning.

==== Reflects coordination to achieve end-to-end supply chain objectives

DOD Department of Defense LM&R Logistics, Manpower, and Readiness
DMSB Defense Medical Standardization Board OPCON Operational Control

EA Executive Agent SecDef Secretary of Defense

HA Health Affairs SIMLM Single Integrated Medical Logistics Mgt
MLPC Medical Logistics Proponent Committee TLAMM Theater Lead Agent for Medical Materiel

Figure C-1. Organization for Health Service Logistic Support

Services aso provide the requirements data necessary to forecast and source the types and
quantities of medical materiel to be procured by DLA for HSS across the full range of military
operations.

c. The CCDR is ultimately responsible for the HSLS and the required medical materiel
and equipment for their assigned and attached units.

(1) A designated combatant command surgeon advisesthe CCDR onal HSL Smatters
and provides the following HSL S functions:

(@ Preparesthe detailed HSL S guidance, tasks, and joint HSLS CONOPS.

(b) Developsthetheater pharmaceutica formulary and other HSSmateriel policy
guidance and planning factors for the CCDR, to include:
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1. Preparatory requirementsfor pre-positioning of medica materiel, including
MBCDM, medica countermeasures (e.g., antimaaria drugs), and termina prophylaxis.

2. Theater policy for the individual issue of controlled substances, such as
diazepam or morphine auto-injectors to appropriate medical personndl.

3. Theater policy for the refill of prescription medications for preexisting
chronic medical conditions.

4. The management and disposal of regulated medical waste.

5. Review and recommend approval/disapprova of requestsfor nonstandard
medical equipment beyond unit authorized alowances.

(c) Advisesthe CCDR on the joint application of HSLS resources to promote
efficiency and minimize the HSL Sfootprint. Thisincludesrecommendationsfor establishment
or designation of aTLAMM and the assignment of mission(s) for SSIMLM.

(d) Maintains liaison with component surgeons and resolve HSL'S conflicts
surfaced by component commands.

(e) Maintainsliaisonwith attached medical unitsresponsiblefor execution of the
HSLS mission(s), as well as theater HSLS organizations, to include the DLA and its regional
command, TLAMM (if designated), DDOC, thejoint mobility control group, andthe TMLMC.

(f) Monitors HSLS support, to include status of critical and/or specia interest
materiel or systems, HSL S staffing, and supply chain performance.

(g) Supervisesthe activities of the AJBPO, if established.
(h) Advisesthe CCDR on the disposition of captured enemy medical materiel.

(2) The CCDR egtablishescapabilitiesfor theater HSL S by requesting the operational
HSL Sforcesrequired to support the HSS plan. To the extent possible, theater HSL S leverages
distribution capabilities and information technology to minimize layers of storage and HSLS
management, and employ HSL S capabilitiesthat support al Service componentsand designated
multinational partnersto minimize unnecessary redundancy and promote supply chain efficiency.
Theater HSL Sisemployed aspart of theintegrated HSS system typically under the management
control of the senior medical commander and the oversight of the combatant command surgeon.
The senior medical commander in coordination with the combatant command surgeon will
recommend any reorganization of HSL S assetsto the CCDR. HSL Sfunctions are performed at
every level of the HSS system and are dependent upon integrated plans and processes that are
fully synchronized with theater HSS operations.
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(8 Firstresponder and FRC capabilitiesarethetheater’smost far-forward, highly
disbursed, and fast-moving HSSelements. Theseunitsarevery limited intheamount of materiel
and equipment they carry, and aretypically self-sufficient for not morethan 72 hoursof operations.
Their primary HSL'S functions are management of organic medica sets and equipment, and
initiating and managing requests for replenishment or maintenance support. HSLS functions
are frequently performed by clinical (non-logistics) personnd that have other primary duties.
FRC aso includes limited medical supply and maintenance provided by organic Service
component tactical HSLS elements. Successful HSL Sisreliant upon processes and supporting
systems that are Smple to use and reliable and upon intratheater distribution capabilities that
provide time-definite delivery and timely and accurate in-trangit visibility. First responder and
FRCHSL S capahilitiesare controlled by the HSS or maneuver unit of which they arean organic

part.

(b) Theater hospitalization units of HSS includes theater hospitalization as well
as modular, specialty capabilities that comprise an integrated, multifunctional HSS system. It
representsthe most complex supply and equipment requirementsfor HSLS. Most of these units
include organic HSL S capabilitiesto manage unit-level inventory and biomedical maintenance,
support interna customers, and providelimited areasupport to external customerssuch asattached
medica teams. These units are supported by theater-level and/or strategic HSLS units or
organizations provided by the Servicesin response to the CCDR plan.

() Thesater level HSLS is tailored to the mission, supported force, threat and
geography of the supported theater. It is comprised of operational HSL S units requested by the
CCDR and task organized within the theater HSS system to responsively and efficiently sustain
all supportedforces. Theater-level HSL S capabilitiesreach directly into the national commercia
or Military Health System ingtitutional base, and may include institutional HSL S organi zations
that are assigned to thetheater or to asupporting CCDR. Theater HSL Sunitsaretypically under
the control of the senior medica commander within a joint medical task force or Service
component command tasked with providing theater HSL S to supported forces.

d. TheSIMLM responsbility isassigned asrequired by a CCDR to a Service component
command or JTF commander to providemedica logisticssupport to other Servicesand designated
multinational partners. SIMLM is established to promote supply chain efficiency and minimize
the theater medical logistics footprint. When directed, the SIMLM, in coordination with the
JFS, DOD EA, and supporting TLAMM (if designated), will develop aHSL S plan and identify
additional requirementsnecessary to provide medical logisticssupport to al designated customers
and effectively extend HSLSinto the theater in support of forward medica eements.

(1) Theadditiond requirementsmay include capabilitiesessentid tosustainan OPLAN
or augment existing organizations that provide routine support to theater HSS operations in
order to meet expanded mission requirements.

(2) Theassgnment of SIMLM ismission-specific and depends upon the composition
of the supported force (e.g., one Service vs. multiple Service components) and the compl exity of
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intratheater distribution (e.g., that dictates the need to deploy intermediate medical storage and
distribution nodes in order to meet customer requirements).

(3) The designated SSIMLM may be augmented as required with HSLS capabilities
provided by other Services at the direction of the CCDR, or by the other Services providing
forcesto the CCDR.

(4) AnHSLSorganization or unit of any Service may be tasked to support aSIMLM
mission. Thetasking should specify the scope of services provided such as customers supported
andfunctionsprovided. Thetasked organization or unit may be augmented and scaled to provide
the capabilities required to support the specified mission. Planning and support responsibilities
performed by an organization or unit performing a SIMLM mission may include:

(@ CL VI storageand distribution, to include storage and management of critica
items and other materiel of specia interest to the JFS.

(b) Coordinating CL VI support fromthenational-level, toinclude cross-docking
materiel from strategic sources of supply.

(©) Monitoringthestatusof critical items, such asPMI and blood/blood products,
and other items determined by the JTFS.

(d) Assessing CL VIII readiness and advising the JFS.

(e) Planningand synchronizing medica maintenance support, including contracted
mai ntenance services.

(f) Planning and coordinating medica assemblage production, optical fabrication,
medical gas production, and similar in-theater support.

(g) Coordinating support from foreign sources of supply and support provided to
multinationa partners.

(h) Planning and coordinating redeployment to include reconstitution and
reutilization of assetsin theater and use of material for HA or CA projects in conjunction with
NGOs or HN governments.

(5) The SIMLM mission and capability will evolve in relation to the phases of a
supported operation and needs of the deploying forces. Initidly, SSMLM will coordinate the
flow of logigtic information/flow of CL VIII materiel from CONUS sources of supply and the
CONUS based CL VIII nationa inventory control point and Serviceitem control centers. It will
also coordinatethe distribution/transportation of CL V11 (A & B) materiel to USforcesdeployed
to the operationd area. As the operation continues and the theater matures, SSIMLM will aso
maintain visibility of materiel critical to the treatment and evacuation of patients. When

C-5



Appendix C

appropriately equipped, SIMLM will maintain total asset visibility/ ITV of dl theater CL VIII
assets.

e. DLAistheDOD EAfor Medical Materid pursuantto DODD 5101.9. The EA supports
the CCDR within the following broad operational framework:

(1) The Services organize and equip fully capable HSS forces and may be tasked to
deploy Service unique HSLS forces to accomplish HSS and FHP operations in support of the
CCDR.

(2) DLA providesnational contractswithmedical primevendorsand other commercia
partners that provide access to commercialy-held materiel, and use of the Defense Working
Capita Fundto meet immediateinventory requirementsand achieve materiel readinessin support
of HSS and FHP operations.

(3) Designated lead agents provide the operational capability to execute EA strategic
programs and end-to-end supply chain management in support of the CCDR. There are two

typesof LA:

(8 Functional LAS, such as the Medica Logistics Proponent Council and the
DM SB, develop functiona requirementsto support best bus ness processesand promote materiel
standardization, respectively.

(b) Theater LASs are organizations designated or established to provide medica
materiel distribution, customer support, and assistance the CCDR in requirements and supply
chain planning in support of FHP operations.

(4) The CCDR in coordination with the DOD EA, establishes the overal medical
supply chain strategy as part of the HSLS plan for Annex Q. This strategy includes the theater
policy for medica requisition and materiel flow, establishment of mgor Class V111 distribution
nodes, and assignment (as required) of aSIMLM mission and/or designation of organization(s)
to serve as TLAMM. The supply chain strategy may incorporate discrete medica logistics
capabilities provided by one or more Services, or the joint augmentation of medica logistics
organizations to achieve required capabilities.

f. ATLAMM isan organization or unit designated to serve as a mgjor theater medica
distribution node and provide the face to the customer for medical logistics and supply chain
management. It provides a support operations structure that has habitual relationships with
medical customers, supporting medical logistics organizations, transportation and distribution
managers, and the supported JFS. A TLAMM may be an existing organization that provides
routine medical materiel support to theater HSS operations, or an organization that is created as
required for aspecific OPLAN by deployment of the necessary HSL Scapabilities. Itisnormally
operated by a Service component command as an integral part of the integrated HSS system. A
TLAMM may be a military organization or unit or, under some circumstances, a contractor
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operated activity. The TLAMM supportsall Service components and designated multinational
and/or nongovernmenta customers.

(1) TheTLAMM servesasthesingle POC between supported customersand numerous
nationa-level industry partners. 1t storesand managesthedistribution of medica materidl through
close coordination with theater transportation and movement management activitiesthat support
the CCDR's logistics plan. It provides the intensive management required for the medical
commaodity.

(20 TheTLAMM isnormally responsiblefor the provision of al coremedical logistics
functions required to support HSS and FHP operations. These include medica supply, medica
equipment maintenance, optical fabrication, assembly and fielding of medical assemblages, and
management of vaccines, investigationa drugs, special equipment and any other materiel subject
to special interest or control by the JFS.

g. Service medical logistics agencies are responsible for managing medical logistics
programs that support the projection and sustainment of their respective Services operational
forces. These agencies include the US Army Medical Materiel Agency, the Naval Medical
Logistics Command, the Air Force Medical Support Agency, and Marine Forces Systems
Command. While each of these agencies have Service-specific responsbilities and chains of
command, they perform similar functions that support theater HSS operations. These include:

(1) Forecasting and programming of Service medical materiel requirements.
(2) Acquistion and life cycle management of medica equipment.
(3) Managing the production and maintenance of medical assemblages.

(4) Capturing and managing medical logistics information relative to medical
assemblages and equipment.

(5) Medical materie fielding programs.
(6) Management of pre-positioned unit sets and sustainment materiel.

h. A jointly staffed medical logistics management center (M LM C) may be employed
to support execution of theHSLSplan. AMLMCisan operational HSL Sunit normally assigned
or attached to the senior HSS command responsible for theater HSLS support, and provides
direction and oversight of theater HSLS operations. This may include management of Class
VIl inventory held by operational HSL Sunits, monitoring of critical medical itemsand systems,
and assessment of medical supply chain performance. The M LM C maintainsclose coordination
with al theater HSL Sunits, the TLAMM, the JFS and other Service componentsaswell aswith
its strategic base to facilitate effective support from nationa-level capabilities.
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(1)) AnArmy MLMCisanArmy operational HSL S designed to provide theater-level
HSL Smanagement. It normally operatesin asplit-based mode, with astrategic basein CONUS
and forward teams assigned or attached to a theater HSS command. At the direction of the
CCDR, the MLMC forward team may be augmented with personnel from other Services to
ensure joint synchronization end execution of theater HSLS support. When augmented, the
MLMC forward team becomes ajointly staffed MLMC.

(2) Theemployment of aMLMCwill betailoredtothemission. It may beincorporated
into an operational HSL Sunit that isdesignated to serveas TLAMM for aspecific operation, or
it may be employed separately as a subordinate organization of a HSS command.

(3) The MLMC forward team normaly provides aliaison cell to the DDOC or other
distribution management organization established by the CCDR to manage theater distribution.
This cell remains under the control of the HSS commander, but works closely with theater
distribution and movement managersto coordinate medical requirements and promote efficient
and effective use of distribution resources.

(4) TheMLMC providestechnicd directiontoal operationd HSL Sunitsthat comprise
the theater HSL S system, to include those that fall under the operational control of subordinate
HSS HQ. Thisisto ensure synchronization and visibility of HSLS activities throughout the
theater and to ensure that supply chain management isnot fragmented by HSL Sunit boundaries.
Its scope includes all aspects of theater materiel and medical maintenance support as well as
other HSL S functions such as optical fabrication, equipment reconstitution, materiel fielding,
assemblage management, and provision of medical gasses, and local contracting support for
media materiel and services. It may aso plan and coordinate support fromlocal, foreign sources
of supply (whenrequired), aswell asHSL Sprovided to, or received from, multinationa partners.

(5) The HSLS planner should address the need for early deployment of a MLMC
forward team into the theater to assist the HSS commander and JFS in establishing, managing,
and assessing HSL S operations in support of arriving forces.

i. DLA Commandsand Agencies

(1) The Defense Supply Center, Philadelphia (DSCP) manages and executes
nationa-level medical materiel acquisition and distribution programs that provide access to
materiel held in commercia inventories at the supplier end of the medica supply chain. These
programsinclude medica primevendor, web-based ordering, and multipleformsof contingency
programs with manufacturers and distributors to assure access to sufficient materiel to meet
forecasted theater requirements. The DSCP a so establishes national maintenance contractsfor
major medical equipment systems, particularly diagnostic imaging, that may be accessed by
theater HSL S managers. DSCP has been delegated EA * Execution Authority’ by HQ DLA for
implementation of DOD EA for Medical Materiel, serving as the DLA lead in synchronizing
supply chain activities with the Services, other DLA commands, and designated LAS.
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(2) Defensedistribution centers(DDCs) provide storage and distribution of medical
materiel that is held in DOD nationd-level inventory, as well as receipt, consolidation, and
onward shipment of materiel received from commercial sources for delivery to theater HSS
customers. DDCs at Mechanicsburg, PA and Hill Air Base, UT aso provide “kitting” and
assembly operationsfor the production of medical assemblagesand configured supply packages
in support of Service medical logistics agencies.

(3) DefenseLogisticsInformation Service (DL IS) manages DOD medical logistics
data, providing data products used to update medical logistics catal ogs and disseminate medical
logistics catalog information to DOD users. The Universal Data Repository is the primary
DLISinformation product used by HSL S activities.

. Designated functional L As support the development of medical logistics business
processes, functional requirements, and materiel standardization necessary to promote effective
and efficient supply chain support to the CCDR.

(1) TheMedical L ogisticsProponent Subcommittee (M L PS) coordinatesand directs
DOD medical logistics functional program management in support of business process
improvement and the Defense Medica Logistics Standard Support (DMLSS) program. The
MLPS provides joint oversight of functiona regquirements and capabilities developed for the
DMLSSAIS.

(2 TheDM SB facilitatesinter-Service cooperation for the standardization of medical
materiel and clinical processes in support of expeditionary and deployed medical operations.
Among the DM SB productsis the Joint Deployment Formulary, which isakey resourceto the
JFS for development of the theater formulary and planning for pharmaceutical sustainment
requirements.

k. The resourcing of medical materiel requirements is a key factor in execution of
HSL Splans, particularly with regard to the acquisition of medical materiel necessary toinitialy
deploy HSS units, to preposition medica materiel intheater for HSS sustainment, and to conduct
theater supply operationswithin aworking capital fund. DSCP, in coordination withthe Services,
providesseverd contingency programswith distributorsand manufacturersthat alow the purchase
of materiel for deployment and sustainment to be deferred until needed; thereby tremendously
reducing the DOD’s direct investment in inventory and infrastructure. However, when this
materiel is needed, resources are required to purchase materiel from commercia partners for
delivery to deploying units or for pre-positioning in theater in anticipation of sustainment
requirements.

(1) ServiceResponshilities. The Servicesareresponsiblefor the completeequipping
and provisioning of operational forces provided to the combatant commands. Thisincludesthe
funding of contingency programs that are specifically intended to provide initial operating
capability for deploying units, aswell asthe direct purchase of materiel and equipment required
by deploying forces. Theinability to provide Servicefundingintimetofully provisondeploying
units has historically contributed to units arriving in theater with immediate demands for large

C-9



Appendix C

quantities of medical materiel, placing a burden on theater HSL S units as well as strategic and
theater distribution assets.

(2 DOD EA Responsibilities. The DLA, asthe DOD EA for Medica Materidl, is
respons blefor programming and providing necessary resourcesto support ClassV 111 sustainment
and to secure contingency materiel at commercia sources or preposition materiel in strategic
locations to support CCDR requirements. Medical materiel managed by the TLAMM will be
financed and owned by the EA. The EA requirement to preposition medical materiel in theater
isdetermined by the CCDR in coordination with the EA and supported Service component, and
made a part of the negotiated PBA between the EA and the CCDR. PBAswill be established
betweenthe DLA and each CCDR, formalizing performance standards, metrics, and operational
roles and respongbilities for medical supply chain support to the CCDR and HSS operations.

3. Theater-Level HSL S

a Theater-level HSL S refers to the functions that manage, coordinate, and synchronize
the execution of the HSLS plan in support of theater HSS operations. Theater-level HSLS
typically includes support to al Service components and designated MNFs. HSL Sfunctionsare
usudly provided by operational HSL S units (including the MLMC) that aretailored and scaled
to the mission and phase of the operation and operate in close coordination with a designated
TLAMM and DDOC. Theater-level HSLS operations are usualy under the control of the
operational HSS HQ assigned responsibility for theater HSLS support and under the oversight
of the JFS. These operationsinclude intermediate-level medical supply operationsthat provide
theater storage and distribution of medica materidl. Primary HSL S functions accomplished at
the theater level that must be addressed in the HSS plan include:

(1) Execution of theater preparatory tasksfor HSLS.

(2) Port operationsand reception, staging, onward movement, and integration (RSOI).
(3) Areasupport to forward units.

(4) Support to theater hospitals.

(5) Support to the maneuver force.

(6) Support to redeployment and/or retrograde operations.

b. Execution of Theater Preparatory Tasksfor HSLS. Typicaly the CCDR will develop
aligt of preparatory tasks that must be accomplished in preparation for anticipated operations.
This list may include the pre-positioning of medical materiel and the establishment of theater
HSL'S capabilities necessary to support RSOI and initid entry HSS operations. Pre-positioned
materiel may include stocks for initid sustainment, HSS operations during RSOI, and specia

medical materie such as MBCDM, specid vaccines, and other medical materiel under control
of the JFS.
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c. Port Operations and RSOI. HSS must be capable of operations immediately upon
arrival of initia entry of forces (even with permissive entry); therefore, HSL S must be included
in planning for port opening and early entry operations. In amost every operation, lessons
learned reflect that theater HSL S units must also provide Class VI materiel for unit shortages
that werenot filled prior to unit embarkation. Planning for HSLS operations during early entry/
RSOl should address:

(1) Class VIl supply support to primary medical care (sick call) and area medica
support in order to minimize the use of materiel from arriving units' organic medical sets.

(2) Theissueof medica unit setsfrom pre-positioned stocks or WRM.

(3) Coordinationfor movement of medical materiel, toincludemedical unit sets, from
the seaor aerid port to staging or operational aress.

(4) Thereception and issue of potency dated, refrigerated, and controlled substances,
including “ push packages’ of unit configured materiel and “just-in-time” modernization items.

(5) Storage and security of medical materiel requiring specia handling, such as
controlled substances, refrigerated materiel, and other items of specid interest to the JFS.

(6) Priority for thefilling of significant unplanned MESs or sustainment shortages.

d. Area Support toFirst Respondersand FRC Capabilities. First respondersand FRC
capabilities usually operate throughout the theater area. These include separate medical teams,
detachment and company-sized units aswell as medical e ements organic to operationa forces
operating in thetheater area. HSL S support to these unitsisgeneraly provided on an areabasis
by theater HSL S units.

e. Support to Theater Hospitals. Theater Hospitals present the most complex medical
materid requirements, and may consume materiel at a tremendous rate when providing trauma
carein support of combat operations. Specialty care such as burn, orthopedic and neurosurgery
often requires materiel and equipment that isnot standard and may not have been anticipated or
stocked prior to deployment. Whenever possible, theater hospitals should be located at or near
APODsto facilitate PM aswell as resupply, and be made direct customers of the most capable
HSL S organization at the theater or the strategic level.

f. Direct Support to the Maneuver Force. HSLS elements organic to maneuver forces
arerdiant upon supply chain capabilitiesthat are provided by HSL S organi zations at the theater
level. These capabilities include materiel management provided by the MLMC and TLAMM
(if designated) and physical storage and distribution of theater CL VI stocks maintained by
operational HSL Sunits. Totheextent feasible, ClassV 111 support to maneuver forcesisprovided
from the highest level HSLS organization capable of meeting customer wait time (CWT)
requirements using throughput distribution as far forward as possible in order to minimize the
logistics burden and footprint in the theater, especidly at the maneuver level.
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g. Support to Redeployment/Retrograde Operations. The redeployment of forces
presentsHSL Srequirementsfor command policy aswell asHSL Soperations. During prolonged
operations with force rotations, redepl oyment/retrograde operations may occur S multaneousy
with RSOI during later phases of an operation.

(1) The JFS will assist the CCDR in establishing policy and procedures for
redeployment processing, to include:

(8 Adminigtration of the post deployment health survey and health counseling
for redeploying personnel, to include information on the need for termina prophylaxis and
collection of unused personal medications issued in theater.

(b) Collectionand appropriatedigposition of medica materid issuedtoindividuds,
to include MBCDM and drugs issues for medical countermeasures.

(¢) Coallectionand gppropriatedisposition of medical materid fromunits, toinclude
materiel deemed unserviceable, excessto unit needs, or otherwise unsuitable for return to home
gations.

(d) Collectionandredistribution, asappropriate, for medica equipment purchased
with theater funds.

(2) Theater-level HSLS units/organizations will support HSS units and elements of
maneuver unitsfor:

(& The turn-in of pre-positioned materiel that will remain in theater to be
recongtituted and returned to pre-positioned storage.

(b) Thetechnica ingpection, refurbishing and reconstitution of medical equipment
and assemblages that will remain in theater as pre-positioned stocks or transferred to arriving
forces.

(¢) Thetransfer of medica materid and/or equipment to beredistributed to arriving
forces (includes “equipment-in-place” as well as retaining equipment purchased with theater
funds).

h. TimePhasngof HSLS. TheHSL Srequirementsand capabilitiesinthethesater will usualy
changeover thecourseof anoperation, fromthepreparatory and early entry phasesthrough redeployment
of forces. TheHSL Splan should permit flexibility to scale capabilitiesup or down asappropriateto
adapt to HSSrequirementsduring every phaseof anoperation. Theflexibility toscadeHSL Swill be
enhanced by establishing an overarching concept for theater medica supply chain management and
placing theater-level HSL Scapabilitiesunder the control of asenior medicad commander charged with
execution of theHSL Splan. Hexibility may aso beachieved by integrating support fromal sourcesto
includereachback intotheHSL Splan.
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(1) HSSmug beavallabletosupportinitiad entry forces(evenwithpermissveentry); therefore,
HSL Smust be planned for port opening and early entry operations. During theearly phase, CL V1I
sustainment may rely upon preconfigured packages shipped from thenationd level or pre-positioned
theater socks. Preconfigured” push packages’ of CL VIII historicaly produceagresat ded of wasted
materid, therefore, sustainment should trangtion asquickly aspossibletolineitemrequistions HSLS
cgpabilitieswill buildinthetheeter withthearriva of forcessufficient to ensureeffectivesupport of HSS
operdions.

(2) Ascommunications and movement capabilities mature, theater HSL'S should be
able to leverage more reliable distribution capabilities to satisfy most customer orders from
theater or even from strategic-level stocks. The HSL S footprint should be driven by CWT; that
is, HSL S capabiilities should be positioned in the supply chain to be able to deliver the support
required within atime-definite standard set in the HSL S plan and theater PBAS.

(3) Maturing theater communications and distribution channels may allow the HSLS
footprint to be reduced to achieve greater efficiency. To the extent possible, customer orders
should befilled fromthehighest level of HSL Sthat meetscustomer requirements. Somefunctions
may aso be able to transition from military to contract or civilian capabilities, while remaining
under the oversight of the HSS system. Plansto ‘right-size' the theater HSL S footprint will be
developed by the HSS commander charged with executing the HSL S plan with the oversight of
the JFS.

(4) During retrograde operations, HSLS capabilities may have to be increased to
effectively manage additional work associated with recovery, inspection, refurbishment and/or
packing for shipment or return to WRM storage.

4. Distribution of Medical Materiel

a DLAandUSTRANSCOM shareresponsibility for orchestrating effective supply chain
support to the CCDR and collaborating in the development of strategic distribution processes
and movement programs.

b. Medical supply chain management is characterized by substantia integration with
the hedth care sector of the national industria base and by theintensive management of medica
requirements and supply chain activities by HSLS managers within the theater HSS system.
TheHSS system does not own or manage the trangportati on resources used to distribute medica
materiel, which typically flowsthrough the same di stribution channel sand is subj ect to the same
movement controls as al other classes of supply. HSLS managers must work closaly with the
movement control elementsat al levelsto make themost effective use of transportation resources
to meet HSS requirements.

c. National-leve digribution of medical materie isprimarily accomplished by commercia
partners, including medica primevendors, manufacturers, and other third-part medica distributors
ddiveringmaterid directly totherequesting customer. Medica primevendorstypicaly ddiver materid
fromregiond didtribution centerstoeach requesting medicd faaility usngowned or leased trangportation
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assts. Thelocd purchaseof materid that isnot availablethrough DSCP prime vendor or web-based
ordering systemsismanaged by theindividua medical facility, withmaterid typicaly deliveredtothe
forward operating basedestination.

d. Strategic distribution to overseas theaters is primarily accomplished through
commercia tendersarranged by DLA in coordination with USTRANSCOM. Thesecommercia
carriers pick up materidl daily from the prime vendor distribution facility for delivery to the
designated TLAMM supporting the theater. Materiel shipped from other commercia partners
isddlivered to designated military or commercia distribution centersfor onward transportation
to the supported theater by either military or commercid carrier. In either case, the TLAMM
receives and either stores or reconfigures materiel for further shipment to the customer through
intratheater channels.

e. Intratheater distribution isreliant upon transportation capabilities provided by military
ground and/or tactical aircraft or contracted commercia carriersunder the control of the DDOC
and movement management e ementswithinthetheater. HSL Sunitsdo not providetrangportation
of materiel. Priorities for movement of CL VIII materia is established along with dl other
commodities by the CCDR and supported maneuver commanders. The TLAMM and other
theater HSLS units coordinate the movement of CL VIII shipments with the DDOC. HSLS
managers must recognize that, historically, CL V111 has had alower priority for movement than
other commodities; therefore, supply chain activity and the medical materidl status of HSS units
must be closaly monitored so that movement managers can make informed decisons on the
optimum use of transportation resources, and the JFS can assess the impact of supply chain
capabilities upon HSS operations.

f. Special consder ationsfor storageand digtribution of medica materid. Theserequirements
will posespecid chalengesduring early operationswhen HSL Sunitsand storage capabilitiesarelimited
anddigributionchanndsareimmeature:

(1) TemperatureSengtivity. Most pharmaceuticalsand many medical-surgicd itemsare
sendtive to temperature extremes (most require storage between 5-30° Centigrade (C)/41-86°
Fahrenheit). Most laboratory reagentsand vaccinesaswel | asall whole blood and blood products
requirerefrigeration or packaging that maintainstemperaturewith aspecified range. Thisposesa
challengefor storage at operational HSL Sunitsaswell asdistribution nodesin regionswherethe
ambient temperaturesmay destroy theeffectivenessof unprotected medicd materid. Technologiesthat
monitor thetemperaturethat medical materiel areexposed toduringtrangt asorequirespecia qudity
control proceduresby HSL Spersonnd tointerpret, report, and act upon theinformation provided.

(2) Storage and Shipping. Most operational HSLS units have very limited
environmentally controlled storage. Shipping materiel that needs therma management will
requireinsulated containersaswell assourcesof wet and/or dry ice. Planning for HSL Soperations,
especialy inextremeclimates, must addressthese needsfor environmenta protection of materiel
in storage and in transit. Planning considerations include:
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(@ Buildingsof opportunity, especidly for the pre-positioning of inventory for theeter
udanmet.

(b) Theloca leasing of commercial refrigerationtrailersor warehouse units (with
the necessary power for their operation).

(¢) Tents, military vans, or smilar temporary structures. However, planning should
includetheprovision of air conditionersor environmental control unitsa ong with the additional
power generators or hookups to local power grids.

(d) Theavailability of HSL Spersonnel gppropriately trained in packing procedures
for wet and dry ice shipments (improper packing has destroyed many medical shipments).

(e) Thetraining of HSLS personnd in the quality control procedures used for
shipments monitored with temperature sensing technol ogy.

(3) Controlled Substances. Narcotics and other controlled substances are subject to
specific physical security, inventory management, and issue control procedures established by
federd statute and/or as Service regulations. HSLS planning must include the provision of
appropriately secure storage, the availability of appropriately trained HSLS personnel to serve
as controlled substances custodian, and theater policiesfor theissue of controlled substances, to
include issuesto individua first responders.

(4) Distribution Expediters. Medica materiel frequently becomes frustrated or
backlogged at intermediate distribution nodes. HSL'S planning should consider the placement
of small teams of medical logistics specialists at critical or problematic nodes to assist
transportation personne in identifying medical materiel and resolving issues that prevent its
onward movement. They would a so ensure that action istaken to prevent its deterioration due
to lack of refrigeration or environmental protection, and assist distribution managersin locating
and expediting materidl that must be managed by exception.

(5) LowVolume Shipments. CL VI sustainment shipmentsfor most HSS customers
typically arereatively low weight/cube. Thisposesachallenge because aerial portstry to make
maximum use of aircraft capacity, leading to CL V111 materiel being held until thereis sufficient
volume to justify an aircraft. Thisincreases CWT and increases the risk that medical materiel
will be lost or will deteriorate while being held pending movement. HSL'S planning should
work closdly withthe DDOC and agrid port managers, especidly for remote/disbursed customers,
and establish CWT gtandards. Consideration should aso be given to commercia tenders with
carriersthat will deliver materiel within established standards.

(6) Commerdal Tenders. Theuseof commerdid carriers, bothar andground, may provide
aneffectivemeansof meeting thedi stribution requirementsfor somecustomersor typesof shipments,
suchasrefrigerated or high priority itemslbe ing managed by exception. However, commercid carriers
asomay poseadditiona chalengesrdated to customsprocessing and cost. HSL Splanning must work
closdly withthe DDOC to ensureawareness of customer requirementsand to devel op distribution
drategiesthat meet HSSrequirementsof unitsthat arenot well served by routinemovement plans,

C-15



Appendix C

(7) Customs Clearance. Cargo and personnel arriving in theater by commercial
transportation are usually subject to processing through local customs. Customs processing can
ddlay theavailability of materiel and aso be subject to additionad fees, depending upon agreements
between the host government and US forces. Theater HSLS planning should address customs
procedures for each country within the operational area and include guidance in the medical
annex to the applicable OPLAN.

(8) HazardousMateriel. HSL S planning must addressthe storage and movement of
hazardous substances, such as compressed gasses (including oxygen), certain disinfectants,
radiographic chemicals, acohols and other laboratory products. Planning must include the
provision of materiel safety data sheets and protective clothing/equipment for HSLS personnel
aswdll asappropriate storagefacilitiesand containers/placardsfor shipment. HSLSunit training
must includethe certification of personne to sign movement documentation for hazardouscargo.
HSLS planners and commanders at all levels must understand that safety and regulatory
requirements are not waived for most military operations, especidly at the theater level, and
violations can be a source of friction with aHN aswell as unnecessary risk to US personnel.

5. Information Management

a Thetheater medical information program (TMIP) providesthesuiteof DOD standard
applicationsthat support theaeter HSS operations. Theseincluding medica C2, hedth careddivery,
patient tracking, and medical logistics and blood management. TMIP applications are fielded
and maintained by each Service.

b. TheDML SSprogram providesthe DOD standard applicationsfor medical logisticsin
both ingtitutiona and operational environments, integrating nationa and operationd-leve business
processes, medical information management, and medical information technology. The MLPS,
under thedirection of ASD(HA), isthefunctiona proponent for the DML SSProgram to promote
business process innovations that increase the efficiency and effectiveness of medical logistics
support of HSS across the full range of military operations. The DMLSS applications that
support HSLS are found at al echelons of theater HSS and enable end-to-end management of
HSL S processes. Theseinclude:

(1) DML SS release 3.0 provides medica supply, medica equipment management
and maintenance, assembly management, facility management, and customer support functions
for theater HSS units.

(2) DMLSS Customer Assistance Module (DCAM). DCAM provides asmple,
laptop-basad tool for customer order management for tactica HSSunits. DCAM providestactical
customerswith a‘store and forward’ capability when communications are not available.

(3) Theater EnterpriseWideL ogisticsSystem (TEWLS). TEWLSistheDMLSS
solutionfor theeter-level CL V111 supply chain management. TEWL SintegratesCL V111 sorageand
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digtribution operationsindl theater HSL Sunitsunder the management of theMLMC, and provides
linkagewith nationd-level commercid sources

(4) Joint Medical Asset Repository (JIMAR). IMAR isaweb-based datarepository
that provides worldwide asset visibility for medica materiel.

c. Communications. HSLS s highly dependent upon reliable and timely data and voice
communi cationsto exchangeinformation among customers, HSL Sunits, commercia suppliers,
and transportations systems. Theater HSLS operates primarily a non-secure environment;
however, some customers (such as Specia Forces) and processes (such as joint movement
regquests) require access to secure communications. A lack of communications connectivity has
been frequently cited in past ‘ lessonslearned’ asamagjor factor when supply chain performance
has not met customer requirements. HSLS planning must address the need for reliable data
connectivity for HSLS customers and organizations, especiadly during the earliest stages of
theater operations before theater communications capabilitiesare fully mature. HSLS planners
must coordinate closely with their J-6 and understand the communi cations plan for the operation.
HSL Sissues that should be considered include:

(1) HSScustomers ability to communicate requirements and receive status.

(2) HSLSunits ability to communicate with customers aswell as supporting theater
and national-level organizations.

(3) HSLS units ability to share requirements and movements information with
distribution management organizations, and provide Situational awareness to logistics and/or
C2 systems.

(4) Information security, to include negotiation of firewalls.

(5) Therequirement and/or use of nonstandard communications capabilities, such as
satellite communications for HSSYHSLS.

(6) Training, fielding and in-theater support for hardware and applications.
6. Medical War Reserve Materiel

a WRM Requirements. The DOD programs and maintains WRM in order to achieve
flexibility and reduce reaction timefor sustainment of forcesfor operations across a spectrum of
regional contingencies. CCDRs determine operationa requirements based upon planning
scenarios approved in the Defense Planning Guidance. The Services, in coordinationwith DLA,
compute war reserve requirements necessary to meet DOD approved operational requirements.
WRM requirements are programmed and met through five basic strategies:
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(1) Pre-pogitioned unit setsare Service-managed packagesof unit alowancesof materiel
and equipment that are strategically pre-positioned in order to berapidly availablefor operational
reguirements

(2) Standing stocksare WRM stocks pre-positioned in or near atheater of operationsto
last until resupply at wartimeratesisestablished.

(3) SwingstocksareWRM stockspositioned ashoreor afl oat for meeting requirements
of more than one contingency and/or more than one theater of operations.

(4) Industrial-based contingency programs leverage commercial capacity to meet
computed requirements with minimum direct DOD investment.

(5) Inventory-based contingency programsprovidenationa stocksof selected medical
items. DLA aso manages a strategic program to maintain an industrial base capability for the
production of military-unique medical products for chemical defense.

b. Service WRM Programs. Each Service computes, programs, funds, and manages
Service-gpecific programsto meet planned operationa requirementsfor medical materid. Service
programming includes pre-positioned unit sets and WRM stocks to provide initial operating
capability for their operational forces.

(1) Army. The Army pre-positioned stock (APS) program is comprised of 3 mgor
components. pre-positioned brigade and unit sets; pre-positioned operational project stock; and
pre-positioned sustainment stock. APS is stored at strategic land based locations and aboard
pre-positioned ships. Packages of potency-dated supplies are also provided through vendor
managed inventory (VMI) programs to provide full unit operational capability and initial
sustainment upon activation.

(2 Navy. The Fleet Hospita Program provides pre-positioned unit sets stored at
strategic locations, and provides packages of potency-dated suppliesthrough VMI programsto
provide full operational capability and initia sustainment upon activation.

(3) Air Force. Starter and resupply stocksaremaintained at OCONUS medicd trestment
facilitiesand other strategiclocations. VMI programsfor selected materiel providefull operationa
capability uponactivation. Deployed Air Forcemedica unitsuse Expeditionary Medical Logigtics, a
‘reachback’ system of support, for sustainment of early-deployed USAF platformsuntil theTLAMM
becomesfully operationd.

(4) Marines. USMC units are supported by the maritime pre-positioning ships
squadrons.

c. Commercially-based Contingency Programs. To the extent possible, DLA manages
commercialy based contingency programs with numerous manufacturers and distributors to
meet medica WRM requirements. DLA commercid contingency programsinclude primevendor
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“surge’ capabilities, stock rotation contracts, corporateexigency contracts, and VMI. Theseprograms
areespecidly useful inreducing the need to maintain potency-dated materie in WRM programsand
providingflexibility to purchasematerid that more closay matchesthe operationa need of agpecific
missona thetimeitisneeded. However, theseprogramsa soincreasetheneed to carefully planand
timethepurchaseand distribution of contingency materiel fromcommerdid sourcesinorder toassureits
ddivery intothetheater whenand whereit isneeded.

d. Implicationsfor HSL SPlanning. Theavailability of medical materiel iscritical tothe
success of the HSS mission. HSLS planners must understand the CCDR'’s operational
requirements and how WRM programs will be applied to meet those requirements. They aso
must understand the extent to which commercially-based contingency programsarebeing relied
upon to provide initid operating capability and sustainment, and how that impacts upon the
needfor strategiclift to assuretimely delivery. ThisrequiresclosecoordinationwiththeTLAMM
aswdl aswith the DDOC and CCDR's J4 gtaff. Planning considerations must include:

(1) Adequate pre-positioned unit sets and standing WRM stocks to meet operationa
requirements.

(2) TPFDD plansto support the execution of the HSS plan.

(3) TPFDD plans to provide sufficient HSLS capability to receive, store, and begin
distribution operations in support of the HSS plan.

(4) Adegquate storage to receive swing stocks or other materiel from contingency
programs, especidly for refrigerated materiel and controlled substances.

7. Medical Equipment Maintenance Consider ations

a Roleof Biomedical M aintenance. Biomedica equipment maintenanceisacorefunction
of HSLS and critica to HSS operations. Hedlth care delivery at every level of the HSS system
ishighly reliant upon speciaized equi pment requiring serviceand repair that can only beprovided
by appropriately trained BMETs. Medica equipment technology is characterized by increasing
technol ogica sophistication, greater integration with information technology, and rising sengtivity
tothebalanced delivery of eectrica power. Effortsby the Servicesto standardi ze both equipment
and BMET training have increased HSS capabilities for joint interoperability and support and
provided technicians that are exceptionally versatile in supporting the technology demands of
HSS. In addition to the maintenance and repair of medical equipment, these demands include
the set up and distribution of power, the networking of equipment with information systems, the
production of medica gasses, and thefielding and training of clinical personne in new equipment
technol ogy.

b. Biomedical Maintenance Capabilities. Theeffectivetreatment of injured patientscannot
tderateinterruptionintheavailability of essentia medicd equipment. Thecod, complexity andmultiplicity
of medicd equipment itemsaswedl asthedigperson of HSSunitsinthetheater mekesmpleexchange
of unsarvicegbl eequipment anunredistic bag sfor maintaining equipment operationd availbility. HSLS
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plannersmust understand the organic BMET capabilitiesof HSS unitsand ensurethat biomedical
equipment mai ntenance capabilitiesat thetheeter leve aregppropriatdy scded to adequately support
the HSS plan and CONOPS.

(1) Atforwardlocations, BMET cgpahilitiesarelimitedtofirg reoonsediagnod's, component
exchange, andrelatively Smplerepair.

(2) Theater hospitalization capabilitiesnormally have abiomedical maintenance shop
capable of providing unit-level maintenance and repair of organic equipment. Limitations may
exist with highly specialized systems used in laboratory and diagnostic imaging services.

(3) Theater HSL S capabilitiesare provided by the TLAMM and/or operationa HSLS
units employed as part of the theater HSS system. These organizations have personnel and
expertise to provide support HSS units on a direct support or area basis, to maintain theater
equipment assets for equipment exchange, to calibrate highly sophisticated equipment such as
anesthesiamachinesand imaging systems, and to managecritical repair partsneeded to maintain
equipment used in the theater. Theater biomedical maintenance functions include both shop
operations and the provision of contact teams to support forward units, and manage/coordinate
contractor support provided by theater or national-level contracting activities.

(4) Nationa-level biomedica maintenance capabilities are provided by the Services
medical logisticsagenciesand by DSCP, dl of which haveaclose, habitua working relationship.
National capabilities include equipment acquisition and integrated logistics support, Service-
level maintenance operations (that also support new equipment acquisition and fielding),
coordinationwith origina equi pment manufacturers(OEMs) and third party maintenancevendors,
and provision of nationa contractsand/or one-time contractsfor maintenanceand repair services.
The medicd logistics agencies aso are able to project biomedical equipment maintenance
ass stance teams into the theater at the request of the CCDR.

c. Biomedical Equipment Maintenance, SSIMLM, and TLAMM. Under SIMLM, the
CCDR may direct one Serviceto providetheater biomedica equipment support to all supported
Service components, and direct other Services to provide BMET augmentation necessary to
accomplish thismission if required. This provides the HSS commander with a single support
organization for al theater medical logistics aswell as a single POC for nationa-level support
agencies. While biomedical equipment maintenanceisnot aresponsibility of DLA, the theater-
level HSL S organizationsthat may be designated asTLAMM normally providesal coreHSLS
functions, to include biomedical equipment maintenance. Therefore, organizations designated
as TLAMM will normally provide thester-level biomedical equipment maintenance aswell as
medical supply chain management and other HSL S functions directed by the CCDR.

d. Other Congderations for Biomedical Equipment Maintenance. The concept of
support for theater biomedical equipment mai ntenance should be scal ed to meet HSSrequirements
with the smallest possible theater footprint. SIMLM may be employed to reduce theater
redundancy and more efficiently synchronize the use of HSLS resources, including medical
maintenance. Theater and national-level capabilitiesmay be employed when possibleto provide
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necessary serviceswhen and whereneeded, particularly asthetheater matures, distribution channds
become stable, and force protection allowsgreater useof contract or other nationa-level support.

(1) WhensupportingaSIMLM mission, the TLAMM would providea! HSS components
with on-stecontact team support for equipment calibration and repairsaswe | asmedicd equipment for
maintenanceexchange, critica repair partsstockage, and coordinating contract support when required.

(2) Many USmedical equipment manufacturers have foreign distributors and service
engineers to support those distributors. Equipment manufacturers web sites usudly list their
worldwide service networks. When available, theater contracting activities may be able to
negotiate as-required service agreements with local or regiona distributors.

(3) DSCP provides nationa contracts with the OEMs and 3rd party vendors for the
repair of magjor medical end items, especidly for diagnostic imaging modalities. Equipment or
components can be returned to contractor facilities, or in some casesthe contractor may provide
asarvicetechnicianto asiteintheater. When atechnician isprovided, the theater must provide
travel clearanceand ensurethat CCDR requirementsfor predeployment processing andindividua
protection are met.

8. Threat of Chemical, Biological, Radiological, or Nuclear Weapons

a HSLSCondgderations. Thethreat of CBRN wegpons againgt US forces congtitutes a
tremendous HSS planning chalenge. Planned medica countermeasuresrange from the routine
management of medica materiel used for individua protection to planning responsesfor events
that may produce catastrophic numbers of casualties. Theleve of investment in materiel and
other countermeasures for anticipated CBRN CM will depend upon the CCDR'’s assessment of
thethreat and directivesfor planning and materidl readiness. HSL S considerationsmay include:

(1) Management of MBCDM.

(2) CM sdts.,

(3) Disruption of distribution channels.

(4) Threatsto HSS units.

(5) Reconstitution of HSLS capabilities.

(6) Partnership with other Federa agencies.

b. Medical Biological, Chemical DefenseM ateriel. TheHSL Splan may haveto provide

theater storage for individual MBCDM and provisionsfor itsrapid distribution. Theseinclude
military-uniqueauto-injectorsfor chemical agent antidotesand pre-positioned stocksof antibiotics

forvariouspossblebiologicd agents. CCDR guidancewill specify theconditionsfor itsissue, particularly
theissue of pyridostigmine bromidetabletsand controlled substances (diazepam auto-injectors).
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Provisonsmay a so haveto be madefor theissue of MBCDM to contractors, embedded reporters,
and other non-DOD personnel.

c. CM Sas TheHSSplanmay requiretheeter sorageand plansfor digtribution of preconfigured
packagesof medicd materid developed for CBRN response. |nformation onthecompositionof CM
setsandtheir avallability should be coordinated throughthe TLAMM and the Servicemedicd logistics

agendes

d. Disruption of Digtribution Channds. Threat employment of CBRN may maketargeted
distribution nodes unusable and destroy medica materiel instorageor in-trangit. HSL Smanagers
must work closaly with the DDOC and other movement control activities in adjusting the flow
of medical materiel, and be prepared to use asset and in-trandit visibility tools to assess the
impact on medical assetsif distribution nodes are compromised.

e. Threatsto HSSUnits. Threat forces may introduce chemica or biological agentsinto
water sources, foodstuffs or other supplies used by theater hospitals. HSS personne must be
prepared to protect themselves, patients, medical equipment and supplies throughout the
operational area. Thisincludesthe physical security of units stocks of water, food and supplies,
stockage or accessto prepackaged (sed ed) foodstuffs and bottled water, and close coordination
with managers of other supply classes.

f. Recongtitution of HSL S Capabilities. Threat employment of CBRN may require the
recongtitution of HSS capabilities. This could involve the release of medica equipment items
being held by the TLAMM or other HSL'S units, or the fielding of new equipment sets from
WRM or national sources.

g. Partnership with other Federal Agencies. DLA, asthe DOD EA, coordinates with
Federd agenciesthat maintain strategic capabilitiesfor CBRN CM. Theseincludethe Department
of Veterans Affairs, the Department of Health and Human Services, and the CDC. Strategic
assetsincludethe National Strategic Stockpile, whichiscomprised of cachesof medical materiel
strategically pre-positioned in the US, as well as materiel maintained through VMI programs.
The possibleemployment of theseresourcesto meet urgent DOD requirements, or theemployment
of DOD personnel to assist non-DOD personnel in delivery/distribution in support of anational
response to a CBRN event, is a new dimension to the range of military operations. HSLS
planners would coordinate materiel management issues through the TLAMM, if the CCDR is
directed by the President or SecDef to support or obtain support from non-DOD agencies

9. Other HSL S Planning Consider ations

a Foreign Sourcesof Materid. The JFSand HSL S planner must be awarethat there are
DOD palicy limitations that may constrain the use of non-FDA approved pharmaceuticals and
medical devices. Thisissue must be addressed whenever theloca purchase of medica materiel
is considered. This may occur when urgent needs cannot be met in time by distribution from
gpproved sources, or needed materid isonly availablefromforeign sources. Anexampleof materiel
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only availablefromforeign sourcesisantiveninfor snakehitesor singinganimasthat only exisinthose
regions

b. Commercial Packagingand Marking. Nearly al CL VI1II suppliesand equipment are
commercid, nongtandard productsobtained by Service HSL Sorganizationsthrough DLA acquisition
programsdirectly from commercid sources. Theseacquistion programsleveragecommercia best
bus nesspracti cesthat imposefew government-uniquerequirementson commercia partnersinthe
fulfillment of DOD orders. Commercid suppliersusetheir ownmethodsfor product | D and packaging
that, inmany cases, donot meet dl Defense Trangportation System (DTS) requirementsfor thelabeing
of packagesdestined for DOD customers. When such packagesarerouted through DTSdistribution
hubs, they frequently becomefrudtrated.

(1) HSLS managers should monitor distribution hubs for backlogs of frustrated CL
VIII shipments and consider assigning a medical logistic liaison to critical hubs to serve as
medical fright expediters, if the Situation warrants.

(2) HSLS planners should coordinate with the TLAMM to route shipments from
commercia vendorsin CONUSthrough designated commercia activitiesserving asa® medical
air bridge’. These are prime vendors under contract with DLA to be consolidation points for
medical shipments originating from other industry sources. These consolidated shipments are
then moved with prime vendor shipmentsto the TLAMM for further handling and distribution
in theater.

(3) Commercial suppliers are required to appropriately package and label shipments
that have specia handling requirements due to their fragility, need for temperature control, or
hazardous properties. Improper marking may pose a risk to DOD trangportation or logistics
personnel, and/or lead to product deterioration in transit. HSL S managers who receive material
not properly packaged or marked should submit discrepancy reports through theater channels
for corrective action with the industry source.

c. Captured Medical Materiel. Captured medical materiel will not be used for trestment
of US personnel without specific approva of the command surgeon. After clearance for safety
and potentia military medical intelligence exploitation, captured medical suppliesand equipment
may beused to treat EPWsand detainees, and to provide HA for indigenous popul ations. Medical
materidl is protected by the Geneva Conventions from intentional destruction.

d. Disposal of Medical Materiel. Thecollection and disposal of excessand unserviceable
medical materiel can beamgor chalenge, especialy during theretrograde/redeployment portion
of an operation. The HSS plan must include command policy for reporting, handling, and
disposition of excess or unserviceable medid materiel, to include approved methods for its
destruction.

(1) Serviceable medical materiel can be returned to stock or redistributed by the
TLAMM or other theater HSL S units.
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(2) Serviceableand unserviceable pharmaceuticalsmay beableto bereturned through the
TLAMM tocommercid companiesunder contract with DSCPthat in many casesreturnfundsto DOD
ascredit.

(3) Serviceable excess materiel may be made availableto HN or NGOsfor HA if this
consggtent with CCDR policy and direction. Thisnormdly requirescoordinationby theHSLPand JFS
withthecommand CA and SJA aswiththe DLA, whichhasresponsbility for reutilization and disposa
of DOD property.

(4) Thelocd destruction of excess or unserviceable materiel must comply with HN
lawsand DOD policy. The HSLS planner should coordinate with the command ESO aswell as
supporting engineer and contracting officer.

e. HSLSSupporttoContractors. HSSand HSL S plannersmust understand the CCDR'’s
responsibility and policy for medical support to contract personnel operating in the operational
area. This population frequently has health requirements that are not typically found in the
military forces. Specific issues that directly affect HSLS support include the provision of
prescription refillsfor chronic conditions and the provision of prescription eyewear. It may aso
include direct HSL S to medical services provided by contract companiesfor their personnd in
theater.
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APPENDIX D
BLOOD MANAGEMENT

1. TheArmed Services Blood Program

a General. Established by the ASD(HA), the Armed Services Blood Program (ASBP)
provides transfusion products when required to US forces worldwide. Tri-Service cooperative
efforts between the Army, Navy, and Air Force enable blood and blood productsto be collected,
tested, processed, and shipped to military M TFsthroughout theworld. Theplanning and execution
for the effective management of blood and blood products is a continuing, dynamic process
requiring a coordinated, highly responsive system that extends from CONUS to the battlefield.
The various aspects of this coordination are depicted in Figure D-1.

b. TheArmed Services Blood Program Office

(1) The ASBPO is chartered by DOD to coordinate the provision of blood products
throughout the Servicesto meet medical requirementsduring national emergenciesand overseas
military operations. The A SBPO coordinatesimplementation of theASD(HA) policiesand DOD
procedures for the ASBP. The ASBPO is under the policy guidance of the ASD(HA).

(2) TheASBPshadl adhereto ASD(HA) palicies, and meet FDA regulationspublished
in the Code of Federa Regulations and follow the procedures of the American Association of
Blood Banks (AABB) as established in Army Technical Manua 8-227-3, Navy Medicine
(NAVMED) P-5101, Air ForceManua (AFMAN) 41-119. CIJCSreviewsand providesguidance
on al matters pertaining to blood support in joint operation planning and execution as well as
activation of the ASBPO for contingencies and war. The ASBPO:

(& Coordinatesand monitorsthe blood programs of the USArmy, Navy, and Air
Force and that of each geographic combatant command.

(b) Coordinatesstandardization of policiesthroughtheASD(HA) for the operation
of the Services' blood programsto collect and manufacture blood and blood products.

(¢) Coordinatesthedevelopment and submission of specificationson the essential
characteristics of required blood program equipment to the DM SB.

(d) Performs liaison with other federal, civilian, alied, and coalition agencies
concerning blood-related matters.

(e) Directsthe Services, upon mobilization or during periods of increased blood
needs for contingency operations, to meet required quotas of blood or blood products to be
shipped to designated Armed Services Whole Blood Processing Laboratories (ASWBPLS).

(f) Establishes shipment requirementsfor liquid and frozen blood products from
ASWBPLs in support of the geographic combatant commands.
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c. Service Blood Programs. The Army, Navy, and Air Force maintain separate blood
programs to meet normal peacetime requirements. To meet ASBP contingency requirements,
the Servicesdirect expansion of their BDCsto rapidly increasetheir blood collecting capabilities.
Additiona responshilities of the Services with regard to the ASBP are described in DODD
6000.12, Health Services Operations and Readiness, and DODI 6480.4, Armed Services Blood
Program (ASBP) Operational Procedures.

d. Combatant Commands. Each geographic combatant command’'s JBPO serves asthe
Class VIlIb manager. The JBPO coordinates blood products requirements of the theater’s
capabilities with the ASBPO.

(1) Joint Blood Program Office. The JBPO is under the staff supervison of the
geographic combatant command surgeon. Thisofficeisresponsiblefor thejoint blood program
management in the theater of operations. The organization of the JBPO depends on the overdll
command mission. Personnel are assigned from al Service components, as necessary, to meet
the blood operational requirements. The JBPO:

(& Advisesthegeographic combatant command surgeon on al matterspertaining
to theater blood management activities. Thisshall include the development of the CONOPSfor
the blood program and the writing of the supporting OPLANS using command mobilization
planning factors. Mobilization planning factorswill include the establishment and coordination
of an AJBPO, as necessary.

(b) Evauates the AIBPO, BDC, BPD, BTC/TBTC, and BSU to ensure that
personnel, equipment, and resource requirements are addressed in the geographic combatant
command OPLANSs, aswdll ascompliancewith policies, sandards, and regul ations of theASBPO,
the FDA, and the AABB. Evauation of the BDC, BPD, BTC/TBTC, and BSU may be
accomplished viaan AJBPO.

(c) Provides manageria and technical oversight of al DOD military blood
activities within the AOR, to include the coordination of Service component blood programs,
blood product requirements, and capabilities within the theater of operations.

(d) Maintainsdirect liaison with the ASBPO.
(e) Plansand executesjoint blood program exercises.

(f) Assessrisk of potentia diseases on deployed troops and the impact on donor
popul ations upon redeployment.

(2) AreaJaint Blood Program Office. The geographic combatant command surgeon
may direct the establishment of one or more AJBPO(S) to provide regional blood management
in the theater. The AJBPO may be established upon activation of a JTF as outlined in the
respective OPLAN or OPORD. The functions of an AJBPO are smilar to a JBPO, but in a
limited geographical area. The AJBPO:
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(& Coordinatesblood requirementsand distribution of blood and blood products
to support al the BSU and MTFs in the AJBPO area regardless of Service component. This
includes defining the distribution system for blood and blood products at al levels, from the
supporting BTC or BSU/blood supply detachment (BSD) down to the MTF,

(b) EvaluatesBDC, BPD,BTC/TBTC, BSU, and M TFtransfusion serviceswithin
the operational area to ensure the requirements of the JBPO are supported or addressed in the
geographic combatant command and/or JTF OPLAN.

2. Blood Support in the Taxonomy of Care Capabilities

a Blood Distribution System. Blood and blood products (CL VI11b) are more than just
another commaodity of medical supply. Blood isaliving tissue and, as such, requires handling
by individuals specidly trained in blood movement and storage.

(1) Blood support in atheater of operations containing actual combat operationsisa
dynamic and ever-evolving process, heavily influenced by:

(@ Stringent storage and handling requirements.
(b) Inventory management constraints.
(c) Limited potency periods.
(d) Availabletechnology.
(e) Evolving transportation systems and routes.
(2) To be successful, blood support must be an organized and cooperétive effort on
the part of hedth service logigticians, laboratory and blood bank personnel, transportation

personnel, and primary health care providers.

(3) Theater blood support during wartimeis provided to US military facilitiesand, as
directed, dlied, coadition military and indigenous civilian medical facilities.

(4) Theater blood support may consist of a combination of liquid and frozen blood
components. The actual amount of liquid and frozen blood components is determined by the
urgency of need and availability of resources within the theater of operations.

(5) Bloodservicesinatheater of operationscontaining actual combat operationsconsst
of acombination of operationa capabilities. Of importance are the following:

(8 Receiving blood components from the supporting base.

(b) Moving, storing, and distributing blood components to primary users.
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() Soring, processing, and distributing previoudy frozen blood componentspre-
positioned within the thegater.

(d) Emergency collecting of whole blood in the theater of operations. (This
procedure should be used only asalast resort when no fully tested blood productsare avail able.)

(6) The Armed Services Blood Distribution System from the supporting base to the
MTF is depicted in Figure D-1. The JBPO or AJBPO will be responsible for the Joint Blood
Digtribution System withintheir geographic area. The JBPO worksfor the combatant command
surgeon. TheAJBPO, when formed, establishes blood support for the JTF. TheAJBPO mission
isbased on ageographic areaaswell asa specific command. Therefore, AJBPO shdl plan and
trainfor joint operationsand shdl coordinatewith the JBPO for al blood operations. Geographic
combatant command, subunified command and JTF OPLANSs will include projected blood
requirements developed by the MAT. These requirements are documented in Appendix 2 of
Annex Q, Medical Servicesto the Unified Command OPLAN asprescribedin CJICSM 3122.03B,
Joint Operation Planning and Execution System \ol [1, Planning Formats.

(7) Theater MTFswill:

(& Maintain anamount of blood products on hand necessary to meet operational
requirements, yet minimize waste due to out-dating. Some MTFs have limited capability to
collect whole blood in emergencies. This practice is hot encouraged, however, sincethe MTF
does not have the capability to perform serological testing of these unitsfor infectious diseases,
and the hemostatic benefits of wholeblood arelimited to 24 hours. Transfusion, and subsequent
patient follow-up, of untested (non-FDA licensed) blood must be performed IAW ASD(HA)

policy. Key pointsinclude:

1. Thenecessity of transfusing untested (non-FDA licensed) blood must be
fully documented in the patient’s medical record.

2. Patientsshal haveapre-transfusion blood sample collected and submitted
for base-line serologic testing.

3. Patients must be tested at 3, 6, and 12 month post-transfusion intervals.

4. All testing must be completed and documented in the patient’s medical
record.

(b) Submit required BLDREPS to their supporting BSU, as designated by the
JBPO or ABBPO. ThisBSU/BSD may befrom any Servicecomponent. Incertainjoint operations,
such asjoint response contingencies, MTFsmay deploy with blood if arequirement to use blood
prior to establishment of the resupply chain is anticipated. In this case, the Service-specific
SBPO should be notified to coordinate the provision of the necessary blood productsprior to the
unit’s deployment.
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(8) A BSU can usudly support severa MTFs depending on the operation, and may
includesupporting forcesafloat. The JBPO determinesthe number of M TFsthat aBSU supports.
Themission of theBSU istoreceive, store, process, and distribute blood productsto itssupported
MTFs, collect whole blood on an emergency basis and perform limited testing. A BSU:

(& Isresponsible for maintaining a minimum of a 100% resupply of the blood
products based on its supported MTF requirements or as designated by the JBPO. Maximum
storage capacity is 3,600 red blood cells (RBCs).

(b) Is deployable with blood products when the operation involves immediate
conflict.

(o) Istailored to force packages for contingency operations.
(d) Can betasked by the GCC to manageaBPD or BTC/TBTC.

(e) Canprovideaconsolidated BLDREP (fromitssupported MTFs) totheAJBPO
or JBPO, as required.

(9) TheBPDshave been built into some geographic combatant commandsto provide
frozen blood products such as frozen RBCs, fresh frozen plasma (FFP), cryoprecipitate and
frozen platelets. (NOTE: the FDA has not licensed frozen platelets.)

(8 Are pre-positioned to offset strategic shortages of blood products during the
initia stages of an operation until the liquid RBC units can be shipped into the theater.

(b) Provide frozen blood products to ships offshore.

(c) Have the capabilities to thaw and distribute frozen products as well as
deglycerolize RBCs.

(d) Issueblood and blood products to BSU, as directed by the JBPO.
(e) ActasaBSU and distribute blood and blood productsto MTFs.
(f) Providerequired BLDREPto their respective AJBPO or JBPO.

(10) GCCsareresponsblefor ensuring that BPDsare maintained, manned, equipped,
and supplied during peacetime operation.

(11) The BTC/TBTCs are managed by the USAF at various airfields. They receive
blood productsfromtheASWBPL, or other BTC/TBTCs, store, re-iceand distributethe products
to other BTC/TBTCs, BSUs, or MTFswhen required. They provide required blood reportsto
their respective AJBPO or JBPO. The TBTC may be airlifted to designated airports or landing
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zones to maximize blood distribution and to provide for transshipment operations not otherwise
availablein theater.

(8 Thecurrent configuration of the BTC/TBTC provides amaximum storage of
7,200 RBCs.

(b) Thegod of the BTC/TBTC isto maintain 50% of the established inventories
of its supported BSUs.

b. AvailableBlood Products. Figure D-2 providesasummary of the blood products now
available to the theater, as well as the taxonomy of care capability at which they are generally
provided. Thisfigureisaguiddineonly. Productsmay be pushed downtolower carecapabilities
if the proper staffing and equipment are available for storage, transport and use of the products.

(1) Thestoragetemperaturefor liquid RBCsis1to6° Centigrade(C). During transport
from one facility to another, the shipping temperature of RBCsis1to 10° C.

(2) Fresnfrozen plasmaisstored at -18°C or colder. Once FFPisthawed, it must be
transfused within 24 hours. When shipping FFPR, it must be kept in the frozen stateusing dry ice
or asystem that can sustain a-18° C temperature or colder.

(3) Pateetsare stored at 20-24°C with continuous agitation. Thetemperature during
shipment must remain as closeto 20-24° C aspossible. The maximum timethat platelets can be
stored without agitation is 24 hours.

(4) Cryoprecipitateisstored at -18° C or less.

(5) Hemoglobin based oxygen carriersare stored according to manufacturer’ sguidance.
This product is still pending FDA licensure.

3. Planning for Effective Blood M anagement

a Coordination. Continuous planning for mobilization, combat operations, and other
contingencies enables the Services to rapidly respond to situations requiring blood support.

(1) A coordinated effort between thetheater BBPO, thethester plans/operationsofficer,
and transportation officer is required for successful planning. The JBPO must be integrated

early into the planning process. Operation plans dictate blood management strategy. Some
issuesinclude:

(& Will blood be required immediately upon arrival of the combat units?

(b) Should blood be brought into the AOR with theinitial medica units?
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BLOOD BANK PRODUCTS AND PROCEDURES BY TREATMENT LEVEL

TREATMENT
LEVEL

AVAILABLE BLOOD [ABO & Rh

PRODUCTS
HBOC!

RED BLOOD CELLS
(RBCs)

FROZEN/
DEGLYCEROLIZED RBCs

FRESH FROZEN PLASMA

CRYOPRECIPITATE

GROUP

TRANSFUSION SERVICE
PROCEDURES
NONE

NONE

ABO/Rh type and group on
patient and donor RBCs.2
Immediate spin crossmatches

N/A

N/A

N/A

1. AVAILABILITY PENDING FOOD AND DRUG ADMINISTRATION LICENSURE
2. NOT NECESSARY IF ARMED SERVICES WHOLE BLOOD PROCESSING LABORATORIES HAS VERIFIED THE ABO GROUP

3. RED BLOOD CELLS CAN BE SUPPLIED FROM HIGHER LEVELS VIA SPECIAL CONTAINERS

MAXIMUM STORAGE
CAPACITY

Definitive care in CONUS medical treatment facility or other medical center with broad transfusion medicine capabilities

BPD Blood Products Depot

BSU Blood Supply Unit

BTC Blood Transshipment Center

Figure D-2. Blood Bank Products and Procedures by Treatment Level
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SUPPLIER

NONE 3
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MTF
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(o) Will there be multinational operations and will the JBPO be responsible for
blood requirements of MNFs?

(d) Do the storage capabilities of the BTC/TBTCs, BSU, and BPDs support the
blood product requirements?

(e) Will BPD capahilitiesto deglycerolizefrozen RBCsmeet blood requirements
prior to shipments of liquid RBCs from the supporting base?

(f) Are transportation assets readily available for emergency blood product
distribution?

(9) Where will the main supply routes be?

(h) Where will the strategic and tactical supply and air evacuation routes and
aeria ports be located?

(2) Thelocationsof theBTC/TBTCsaredependent uponthelocation of theair terminas
and operational necessity. Depending upon the requirements within the geographic combatant
command, the BTC/TBTC needs to be able to appropriately manage a varied throughput of
blood products. Current capacity is 7,200 RBCs/day. The JBPO and/or AJBPO must provide
the BTC/TBTC personnel with their supported blood program elements, types, DOD activity
address codes (AACs), and location of MTFs within the area of operation in order to alow
proper distribution planning.

(3) Timely communication with the next higher echelon of support usually ensures
that adequate supplies of blood and blood products are available.

b. Blood Planning

(1) Product Availability. Liquid RBCsand FFPare availablefor use. Platelets may
be available if supporting MTFs possess the necessary apheresis equipment. Theater blood
policy will dictate availability of products.

(2) Shipping Red Blood Cédlls. Subject to availability, RBCs shipped from CONUS
are packed with the unit group and type distributions as determined by the JBPO and ASBPO.

(3) Blood Planning Factors. Blood planning factorsare programmed by the MAT to
help the JBPO and the geographic combatant command determine the estimated requirements.
Subsequently used by the respective combatant command medical planners to generate daily
blood product requirements for the theater of operations.

NOTE: Assetstomeet anticipated EPW, civilian, and vaid dlied or codition personnd workload
must beincluded inthe TPFDD asdocumented | AW CICSM 3122.03B, Joint Operation Planning
and Execution System\ol 11, Planning Formats. Additionally, a5-day safety factor will normally
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be added to blood requirementsin the combat zone, operations zone | to take into account LOC
disruption, damage, and in-transit spoilage.

(4) Blood Support to Rhesus Factor (Rh) Patients. Eighty to 90% of al blood
supplied to dl levels of care will be Rh positive. Ten to 20% will be Rh negative. Thisisin
keeping with the levels asfound in the donor population withinthe US. Rh negative RBCswill
be provided to both Rh negative female and male patients. In the event that thereis not enough
Rh negative blood to meet all of the needs, transfusing Rh positive RBCsto Rh negative patients
becomes an EMERGENCY REQUIREMENT in saving the patient’s life and should be
thoroughly documented in the patient’'s medical record.

(5) Pre-Positioned Frozen Blood Products. Frozen RBCs are pre-positioned at
various locations within the geographic combatant commands. These pre-positioned products
areintended as a stop gap to ensure blood products are available at the onset of hostilities until
the CONUSblood systemisfully activated and shipping productsinto theater. To ensurerotation
of frozen RBC inventory stocks, the use of deglycerolized RBCsmust beincorporated routingly
into available MTF blood inventories. Dyglycerolized RBCs have a 24-hour expiration; 72-
hours during wartime with JFS authorization.

(6) Armed Services Blood Program Office Reaction Time. The reaction time of
the ASBPO or other supporting JBPO must be considered. Optimally, receipt by the requesting
command of blood or blood products for sustainment of operations should take approximately
72 hours depending on flight arrangement.  Within some geographic combatant commands,
BPDswith pre-positioned frozen blood products have been constructed to provide blood products
in anticipation to receiving liquid blood products from CONUS. There are adso limited blood
donor operations outside the United States, which will be able to provide products prior to
receiving them from CONUS. This is especidly important in theaters where the command
anticipates short notice or no notice of impending combat operations where large numbers of
casualties can be expected. Most MTFs should plan to keep a 3-day supply of blood and blood
products on hand based on the requirements. Most BSUs should have a 100% replacement
god. Redidticaly, aplanner may expect a4 to 5-day resupply response time from outside the
theater dependent upon at least two factors:

(8 Availability of air transportation.
(b) Location of the operational needs.

(7) RBCsShef Life. Currently, the health service personnel can expect RBCsto be
at least 10— 14 daysold upon receipt. Thisisduein part to increased FDA testing requirements
ondl blood donors. Another factor istheresupply timesfrom CONUS. Thiswill bebased upon
the current requirements with the theater of operations. Blood collected in CPDA-1 (acitrate,
phosphate, dextrose, and adenine-formula 1; an anticoagulant preservative solution) and stored
at 1° to 6°C expires 35 days after collection. Blood collected in additive solutions (AS-1,AS-3,
AS-5) have an extra7 days of shelf lifefor atotal of 42 days after collection. Extended storage
solutionscurrently in research and devel opment will soon alow for even greater storage periods.
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(8) Needsfor Inteligence. The best source for operationd information is the J-3.
The J-2 can facilitate the best current intelligence be provided to assist the BBPO. Once located
intheAOR, itisnecessary for the JBBPO to maintain current information on the combat situation
and on theanticipated actionsof friendly and adversary forces. Thebest sourcesof thisinformation
are the joint force intelligence officer and the operations officer. As required, the JBPO can
anticipate increasing requirements for the AOR as a whole, or he may reallocate resources
within the AOR to support specific operations.

(& How much blood isin the command?

(b) Whereisit concentrated?

(¢) Istheblood whereitismost likely needed?
c. Host-Nation Support

(1) Host-Nation Blood Bank Support. The JBPO should coordinate with the J-4 to
determine whether existing bilateral and/or multilateral agreements are in place for HN blood
bank support. Medica intelligence and the ASBPO will provide additiona information upon
which to base adecision on the comparability of HN blood with referenceto required FDA level
of blood testing and the willingness and ability of the HN to provide blood bank support. This
support could take the form of blood products such as platelets, additional refrigeratorsin local
hospitals or hotels, ice-making capability, or sourcesfor dry iceto store FFP or frozen RBCs.

(2) Obtaining Alternative Ice Sources. Blood distribution assets and MTFs must
devel op dternative sourcesfor iceand refrigerationin case of equipment failure. Thesedternative
sources can include other military unitsin the areaor HN sources.

d. Logistical Consderations of Blood Support

(1) After the decision has been made on where to locate the blood distribution units
and the CONOPSfor blood support has been established, plansmust be coordinated to effect the
timely distribution of blood and blood products throughout the theater of operations. Prior
planning must be accomplished with the IM C to establish proceduresfor theemergency movement
of blood. Specific information required when shipping blood by air includes weight, whether
wet or dry iceisrequired, number of units, number of boxesand DOD AAC of receiving facility.

(2) After transportation requirements and priorities have been established, planning
congderation must be given to maintaining adequate levels of emergency blood collection and
basic testing supplies for the planned operationd scenario. If the Army isthe dominant user, a
MEDLOG battalion will usualy be augmented to perform CL VIIIA management functions
and assumetheroleof the SIMLM for theAOR. MTF coordinationwiththeSIMLM isimperative.
The SIMLM will have LNOs from supported Servicesto assist in coordinating logistic support
requirements during joint or combined operations. Examples of required suppliesinclude:
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(& Blood typing system (ABO) grouping and Rh typing antiserum/gel cards.
(b) Test tubes.

(c) Blood shipping boxes and labels.

(d) Plastic bags.

(e) Adequatesupply of icefor maintenance of required blood temperature during
trangit.

4. Blood Report

a Purposeof Sandardized Blood Reporting. The purposeof the standardized BLDREP
isto enablethe JBPO to effectively manage blood and blood products, project blood requirements,
request blood, report blood inventories, and provide information on the overal blood element
operations of al Service componentsin the theater of operations. The JBPO will establish the
report format and reporting frequencies based upon operational factors. Examplesof BLDREPs
are shown in Figure D-3 and Figure D-4.

b. Blood Reporting

(1) Eachfacility withblood productswill submit required BLDREPsto the next higher
organization asfollows.

(& MTF (lowest level with blood) to BSU/BPD. For first responder capability
and FRC capability units, the JBPO may direct that the report be sent to the supporting theater
hospitalization capability MTF.

(b) BSU (toincluderoll upof dl MTF's), BPD, and BTCtoAJBPO, if established,
or directly to JBPO if no AJBPO.

(©) AJBPO (toincluderall up of al lower reporting facilities) to JBPO.
(d) JBBPOto ASBPO.

(2) The time of reporting should be determined by the supported commander, but
should be a consstent time each day.

(3) Thefollowing minimum information is required as part of the BLDREP.
(& Number of blood components by ABO and Rh.

(b) Number of RBCs due to expire within next 7 days by ABO and Rh.
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BLOOD REPORT

MTF

Spreadsheet Example

Date:

[ Red Blood Cells

Total Count |

< 7 days to exp |

[ Frozen Red Cells

Number of operational instruments:
Number of deglycerolization kits on hand:

[ Fresh Frozen Plasma

Total

Quarantined

[ OTHER

Total

Quarantined

Total

\ Transfused Units

B Neg

AB Pos

AB Neg

Unknown

RBC

FFP

PLT

Total Count

EXP Date

Product

Product

Transfusion
Date

Patient’s
Name

FMP/SSN

Nationality

Patient’s
ABO/Rh

ABO/Rh

Type

Figure D-3. Blood Report
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BLOOD REPORT

Example of Message Text Format

*** UNCLASSIFIED ***

PRIORITY

FM CCDRUSJFCOM NORFOLK VA//[JO2M//

TO RUEAUSA/ASBPO WASHINTON DC

INFO RUEOLIA/ASWBPL MCGUIRE AFB NJ

RULYOGB/RHEVAZZ/CJTF ONE EIGHT ZERO//J4/SURG MAIN/FT BRAGG//
UNCLAS

OPER/UPHOLD DEMOCRACY!//

MSGID/BLDREP/CJTF-180 JBPO/BLD/OCT/A/l

ASOFDTG/1500010CT94//

REPUNIT/32NDMED BN (LOG) BLDPLT/G/CAMP DEMOCRACY HAITI/
BLDINVT/32NDMED BN (LOG) BLDPLT/G/115JS/31JT/3JU//
BLDREQ/30JQ//

BLDEXP/32NDMED BN (LOG) BLDPLT/G/49JS/24JT//

BLDEST/32NDMED BN (LOG) BLDPLT/G/45JS//

CLOSTEXT/REQUEST 30JQ FOR DELIVERY ON 200CT AND 2NOV. CHANGE
STANDING ORDER TO 45JQ FOR DELIVERY ON 14TH OF EACH MONTH//

*** UNCLASSIFIED ***

Figure D-4. Blood Report

() Number and type of componentstransfused sincelast report by ABO and Rh.
MTFs should aso include patient transfusion data.

(d) Immediate requirements with required delivery date.
(e) Seventy-two hour projected estimated need.

(f) Blood components shipped by ABO and Rh and receiving location aswell as
all flight information (classification will be set by the geographic combatant command).

(g) Cdculated days of supply as determined by the JBPO.

(4) TheIBPOwill establishthe BLDREPformat. One method is spreadsheet sent via
e-mail (see Figure D-3). Another method is message text format sent through current military
message programs such as the Global Command and Control System (see Figure D-4). Voice
messages may also be used.

(5) BLDREPs should be classified at the lowest level possible. Any report with
consolidated/roll-up data and flight information may be classified SECRET.
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(6) Thetheater blood program manager may assign brevity codesand designate specific
linesto be utilized in the required reporting.

(7) Requests for RBCs should normally be based on a random distribution of blood
groups and types (that is, 40 percent O positive; 10 percent O negative; 35 percent A positive; 5
percent A negative; 8 percent B positive; and 2 percent B negative). At theater hospitalization
and definitive care capabilities, group and type-specific RBCs should be transfused whenever
possible. First responder and FRC capabilitieswill require Group O RBCsonly. Upon activation,
each MTF should request a base load of blood components.

c. Transmission of the Blood Report

(1) Method. The method of BLDREP transmission will be by means designated by
the JBPO. The method should be outlined in the Annex Q, Appendix 2.

(2) Frequency. The JBPO will determine the frequency of MTF reporting. Key
factorsin determining frequency include the type and/or level of military operation and the rate
of blood product transfusions. This should be detailed in the Annex Q, Appendix 2.

d. Blood Report Palicies

(1) Information copies should be kept to aminimum and be specifically required by
therespective OPLAN. Increased quantitiesof information copiesoverl oad the message channels.

(2) All BLDREPsshould beclassified at thelowest level required to meet operationa
congtraints. Generdly, data from individual MTFs will be UNCLASSIFIED. Asreports are
consolidated and sent upward, the classification may be changed to SECRET.

(3) The addressee will normaly be the next higher organization level with whom the
reporting unit (originator) is authorized direct communication: MTF to blood supplier; blood
supplier to AJBPO (if established); blood supplier to JBPO (if AJBPO not established); BTCto
JBPO (if AJBPO not established); AJBPO to JBPO (if AJBPO is established); JBPO to ASBPO
(see Figure D-1).

e. Blood Shipment Report (BLDSHIPREP)
(1) BLDSHIPREPs are used within the ASBPto report blood shipments.

(2) Likethe BLDREP, the format and means of transmission will be determined by
the current operation. The JBPO, ASBPO, and the ASWBPL will make this determination.
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Intentionally Blank
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APPENDIX E
INTELLIGENCE SUPPORT TO HEALTH SERVICE SUPPORT

1. Aspectsof Medical Intelligence

a. HSSplannersand providersmust consider the entire scope of thethreat to effective HSS
support. Intelligence support to HSS must address al aspects of the threat. Considerations
range from the potential impact of enemy combat operations on HSS personnel, LOCs, and
materidl, to the types of weapons (and their consequent health effects) that may be employed
againg friendly forces, aswell asother health and environmentd threats. Continuouscoordination
by HSS planners with the command J-2 is akey element in the effort to maintain awareness of
the threat.

b. Medica intelligence is that intelligence produced from the collection, evaluation, and
analysisof information that includesthe medical aspectsof foreign areasthat haveanimmediate
or potential impact on policies, plans, and operations. The AFMIC, located at Fort Detrick,
Maryland, has the sole responsibility within the DOD for producing finished intelligence on
foreign military and civilian medical capabilities, infections diseases and environmental health
risks, and scientific and technical developments in biotechnology and biomedica subjects of
military importance. AFMIC is the sole producer of medical intelligence for the Defense
IntelligenceAgency. Medical intelligenceincludesonly finished intelligence products produced
by an authorized intelligence agency such asAFMIC through the intelligence process. Medical
intelligencedataiscritical in enabling HSSto provide the CITF with early warning of biological
warfare attacks, aswell as prompt detection and identification of biologica attacksor naturaly-
occurring disease outbreaks. To develop medical intelligence, informationisgathered, eva uated,
and analyzed on the following subjects:

(1) Endemic and epidemic diseases, public health standards and capabilities, and the
quality and availability of health services. Medica intelligence data concerning endemic and
epidemic diseaseratesin the JOA isrequired to establish amedical survelllancebasdline. HSS
must establish basdline rates of disease and illness to detect deviations that warrant a timely
investigation to determineif the increaseis due to biological warfare agent attacks or naturally
occurring disease outbreaks. Thisisaccomplished through medical surveillance.

(2) OEH threats present in the JOA.

(3) Hedthsarvicelogigtics, toincludeblood products, M TFs, and the number of trained
health service logistics personnel.

(4) Thelocation, specific diseases, Srainsof bacteria, lice, mushrooms, snakes, fungi,
spores, and other harmful organisms (toxic floraand fauna).

(5) Foreignanima and plant diseases, especialy thosediseasestransmissibleto humans.

(6) Hedth problemsrelating to the use of local food and water supplies.
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(7) Medical risks and effects of CBRN agents and recommendations for
countermeasures,

(8) Thepossible casuatiesthat can be produced by newly developed foreign weapon
systems.

(9) The health and fitness of the enemy’s force and his use of antidotes and
immunizations.

(10) Areasof operations(such asdtitude, extremesof temperature, and difficult terrain
[swamps, mountains, deserts, or urban]) that in someway may affect the health of the command
or the conduct of HSS operations.

(11) Detectorsand sensorsfor personne, environmental and specimen-based anaysis
to use scientific biological, chemica and electromagnetic, acoustic, and visual technologiesto
ad in the detection and/or 1D of threats.

(12) Useof Informatics. All source/open source data mining, correlation and nodal
analysesto identify and tie together events of HSS significance. These sourcesinclude but are
not limited toinformation about industrid products, imports, exports, travel and shipping, financial
transactions, news, web sites, databases, andintelligencereports. Itispossiblethat theinformatics
analysis of industries, transport, and saes of precursor or finished products result in a threat
posture that may require action or countermeasure.

2. Significance of Medical Intelligence

a. At the dtrategic level, the objective of medica intelligence is to contribute to the
formulation of national and internationa policy. Thepolicy will be predicated in part onforeign
military and civilian capabilities of the medical or biologica scientific community.

b. Attheoperationa leve, theobjectiveof medicd intelligenceisto develop HSS Strategies
that:

(1) Detect and/or identify the medical threat.

(2) Counter the medical threst.

(3) Areresponsive to the unique aspects of aparticular theater.
(4) Enable the commander to conduct his operation.

(5) Conservethefighting strength of friendly forces.
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3. Sourcesof Medical I nformation

a The first place to search for information is in the office of the combatant command
surgeon with geographic responsibility for the area into which the JTF is being deployed. The
combatant command surgeon’s preventive medicine officer should be intimately familiar with
theregion’smedica thresats. If the preventive medicine officer doesnot have specificinformation
right at his/her fingertips, he or she probably has accessto alibrary of applicable medical threat
data, in addition to what is available from AFMIC.

b. TheAFMIC producesawiderangeof publicationsthat can asss thein developing amilitary
intelligencepreparation of thebattlespace. Fiveimportant publicationsthat aJTFSmay find useful are
the Dissaseand Environmentd Alert Reports, theM edicd CapatiilitiesSudies, theWorld-WideMedica
FacilitiesHandbook, the Specia Seriesdocuments, and theWeekly Wire (aperiodic message update
of worldwidemedica concerns). Additiondly, ARV C haspublished much of itsund assified informetion
on amulti-platform compact disc (CD) titled “ Medical Environmental Disease Intelligence and
Countermessures” TheNavy Environmenta Hed th Center, USACHPPM, USArmy Medicd Research
and Materid Command, and otherscan beof tremendousass sanceinidentifyingand andyzingthreats
inanAOR. Thisinformationisdsoavallableat AFMIC swebstes SECRET Internet Protocol Router
Network (SIPRNET) http:/Aww.afmic.dia.smil.mil and the Non-Secure I nternet Protocol Router
Network (NIPRNET) http:/mic.afmic.detrick.army.mil/.

C. There are numerous sources of medica information. The Defense Pest M anagement
Information Analysis Center of the Armed Forces Pest Management Board is one. This
organization publishes an excellent series of disease vector ecology profiles on many foreign
countries and regions of the world. The profiles include information regarding disease risks,
infectious agents, modes of transmission, geographic and seasonal incidence, and prevention
and control recommendations. Some of itsother publicationsareaso available online. A CD of
operational entomology referencesisdso available.

d. A secondresourceistheNavy Preventive M edicinel nfor mation System (NAPM1S).
NAPMIS maintains up-to-date information like disease risk assessment profiles and disease
vector risk assessment profiles. The Navy aso operates regiona nava environmental and
preventive medicineunitsthat publish periodicfleet public health bulletinsand provide assistance
throughout the world.

e. A third publication of valueisthe quarterly Communicable Disease Report published by
the Walter Reed Army Ingtitute of Research (WRAIR). It identifies disease outbreaks
worldwide. Additiondly, WRAIR quickly respondsto ad hoc queriesand providestimely regiona
medical assessments.

f. Athirdmilitary sourceisthe USArmy Resear ch I ngtituteof Environmental M edicine
(USARIEM). USARIEM publishesan excdlent seriesof “ deployment manuas’ which address
soldier hedlth and performance in awide variety of environments.
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0. Stll other sourcesof medicd information areavailablefrom agenciesexternd toDOD. DOS
publishesBackground Notes, aseriesof publicationson seected countriesand regions.

h. The CDC publishes Health Information for International Travel, a document often
referred to as the “Yellow Handbook,” which identifies current vaccination requirements,
immunization and prophylaxis recommendations, and regional health threats. Thisinformation
is also accessible online at http://Aww.cdc.gov/travel/.

i. The World Health Organization (WHO) publishes Vaccination Certificate
Requirements and Hedlth Advice for Internationa Travel, a document that is similar to the
Yellow Handbook. WHO a so publishes the Weekly Epidemiological Record.
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APPENDIX F
CASUALTY PREVENTION

1. Introduction

a. FHP provides the conceptual framework for optimizing health readiness and protecting
Service members from all health threats associated with military service. Casualty prevention,
the second pillar of FHP, seeks to prevent casualties from environmental, occupational, operational,
nuclear, biological, and chemical warfare threats.

b. An effective fit and healthy force provides the JFC with forces capable to withstand the
physical and mental rigors associated with combat and other military operations. The ability to
remain healthy and fit in the deployed setting despite being subjected to a multitude of health
threats is a force multiplier for commanders. It reduces the logistic support tail required to
sustain the fighting force by decreasing the need for medical care and for replacement personnel.
During deployment, the enemy and the “total” environment both generate threats to the forces.
The adversary threat produces most combat-related casualties commonly called Bls, while the
total environment threat produces DNBI casualties. DNBIs historically have accounted for
three-quarters or more of battlefield admissions (69 percent in Vietnam, over 95 percent in
World War II and Somalia).

c. Prevention of DNBI casualties requires unwavering command emphasis at every level
or it will fail. Success is dependent on all program facets from ensuring bed nets are provided to
the force to environmental and disease surveillance programs in the operational area. Although
historical data indicates contaminated food or water, disease vectors, or climatic conditions pose
the greatest risk to forces, environmental, industrial, and occupational exposures remain a risk
of equal importance.

d. Casualty prevention is a continuous life-cycle process conducted during pre-deployment,
deployment, and post-deployment phases. Comprehensive, continuous deployment health
surveillance, including collection, analysis, and recording of objectively determined occupational
and environmental monitoring data and when possible, actual exposure levels, is necessary to
identify these non-enemy threats, which can dramatically affect the health of deployed personnel.

2. Deployment Health Surveillance

a. Deployment health surveillance is the routine, standardized tracking of disease and injury
incidence in meaningful rates, initial analyses and response at the unit level, and data-driven
corrective actions taken at all levels. Deployment health surveillance requires standardization
of methods, rates, data, and communication across Services. Effective surveillance relies on
collection and recording of health care, personnel, environmental, and operations data. Analysis
requires data to be accurate and linked to appropriate information systems, including daily Service
member location information to enable integration of that data and assignment of exposure to
specific personnel. Support automation and data collection should begin at the lowest echelon
possible.
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b. Deployment health surveillance is activities critical to FHP, which include identifying
the PAR; identifying and assessing potential OEH hazards, documenting OEH and CBRN risks
and exposures; using specific risk management countermeasures; monitoring real time health
outcomes (medical surveillance); and reporting of DNBI and Bl rates and other measures during
deployments in a timely manner. Routine shipboard operations that are not anticipated to involve
field operations ashore are exempt from deployment health surveillance requirements except
when the potential health risks indicate actions necessary beyond the scope of normal shipboard
occupational health programs. DODI 6490.3, Deployment Health Surveillance and Readiness,
and USD(P&R) memorandum, “Enhanced Post-Deployment Health Assessments,” lists the
mandatory requirements for pre- and post-deployment assessments. Commanders are highly
encouraged to accomplish deployed health surveillance activities for operations, which may fall
outside the current deployment definition, including CONUS response. If the duration of
deployment is uncertain, then the surveillance requirements described in CJCS Memorandum
(MCM) 0006-02 and USD(P&R) memorandum (pre- and post-deployment health assessments,
health readiness, and DNBI reporting) will be met. The USACHPPM is the repository for
deployment health surveillance data and reports. All deployment medical surveillance data will
be forwarded to USACHPPM’s Army Medical Surveillance Activity to assist in managing the
Defense Medical Surveillance System. All OEH surveillance data and reports will be forwarded
to the USACHPPM Risk Management Division which manages the defense-wide deployment
OEH surveillance data repository USACHHPM will ensure permanent archival of these data
and reports and make it available integration with DOD health information systems.

3. Identifying Preventable Threats and Implementing Countermeasures

a. Preventive medicine competencies and training must elicit continuous command interest
to ensure support for deployment operations. CCDRs must ensure preventive medicine supplies
and equipment are provided and maintained to support implementation of their prevention
responsibilities. Additionally, they should maximize the use of joint training to exploit existing
tri-service environmental health, occupational health, and preventive medicine expertise.

b. Preventive medicine training should become an integral part of predeployment
preparations. Wide dissemination of any preventive medicine knowledge gained during
deployment will prove invaluable in sustaining the health of the force and in preparing for future
deployments. Creation of a universally accessible repository of DNBI data will enable access to
valuable lessons learned, which must be considered for future deployments. These data should
be used to develop models and scenarios for various deployments to identify and assess the
preventable threats during predeployment planning and to use in exercise play.

c. Preventive medicine units need three kinds of equipment: automated information support
systems, equipment designed for rapid detection and on-the-spot evaluation of environmental
and biologic threats, equipment designed to collect and measure biological vector activities, and
personal protective equipment and transportation. Access to essential deployable computer
systems with environmental exposure data, unit locations, and movement information is critical.
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d. Preventive medicine teams should be highly mobile, light, rugged, and have easy to use,
and whenever possible direct reading sampling and analysis equipment to maximize the ability
of preventive medicine teams to do accurate and timely baseline, routine, and incident-specific
OEH sampling. The teams will also continue to collect samples of potentially hazardous materials
for any laboratory analysis and threat assessment that must be provided by joint theater health
surveillance laboratories deployed to the operating theater. DOD also needs an integrated health
management system to capture and maintain required health, environmental, and biological
information to support preventive medicine operations during deployment.

e. Allrequired medical equipment and supplies (mosquito bed netting and poles, permethrin
treated-uniforms; etc.) to support FHP must be issued or made available in theater for all deploying
personnel.

f. All required individually issued nuclear, biological, and chemical medical defense items
to support FHP must be issued and documented in the individual’s medical record.

4. Infectious Disease Prevention

a. Infectious disease threats, based upon current medical intelligence, must be identified
during the pre-employment period. Diseases such as acute respiratory infection and diarrheal
diseases are of great concern, particularly when many troops are brought together in staging
areas. It is important to monitor health to gauge the predeployment health status of units and to
identify preexisting (base-line) health characteristics of individuals. Unit health status is a measure
of unit readiness. The ID of preexisting health characteristics ensures that individuals who
should be classified non-deployable are identified before deployment. Infectious diseases should
be prioritized and monitored according to the threat each poses to the fighting force and the
achievement of the force’s mission. Countermeasures should be employed according to this
established risk management process.

b. During deployment, vigilant monitoring of medical diagnoses, and of DNBI reporting
categories and rates (e.g., sick calls, outpatient treatment, and hospital admissions) as well as
surveillance of disease carrying vectors and existing local pathogens is required for effective
planning and refinement of countermeasures to infectious disease. Furthermore, development
of enhanced DNBI predictive models based on historical data, type of deployment, location of
deployment, duration of deployment, and level of support are highly recommended.

c. Throughout the deployment life cycle, potential and emerging infectious diseases need
to be addressed in a timely manner. Appropriate infectious disease countermeasures must be
implemented, particularly in the following areas:

(1) Food and water vulnerability.

(2) Waste disposal.

(3) Control of disease carrying vectors.
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(4) Personal protection measures (i.e., immunizations, chemoprophylaxis, insect
repellents, and uniforms impregnated with preventive compounds). Infectious disease resulting
from deployment may not be immediately apparent upon an individual’s return, and previously
deployed individuals may develop chronic conditions years after return. Returning Service
members require post-deployment health debriefings, post deployment health assessments, serum
collections, and when indicated, referral for clinical evaluations to screen for infectious diseases
and other development related health conditions acquired during deployment. Members returning
from deployment are required to complete a post-deployment assessment survey. The post-
deployment assessment survey serves as a tool to evaluate the member for any infectious diseases,
injuries, and other medical conditions obtained during deployment.

d. When directed, all Service members returning from theater will participate in necessary
diagnostic/vaccination/chemoprophylaxis programs to minimize the threat and extent of post-
deployment illness. All therapies will be posted to the individual’s treatment record and to the
greatest extent possible to their electronic prescription profile.

5. Mental Health Casualty Prevention

a. Mental health problems and appropriate medical intervention throughout all phases of
deployment are critical to mission success. Individuals identified at high risk for developing
mental health problems are often associated with dual-Service member families, use of
psychoactive medications, frequent disciplinary problems, and domestic problems. Units at
high risk include those anticipating a highly intense combat mission; a CBRN warfare threat; a
long deployment; and units with poor morale and unit cohesion including units that have recently
had a change in command. Several factors may signal a developing mental health problem.
Four key indicators are increased use of health services, use of medication, disciplinary problems,
and increased absences.

b. Mental health intervention may be critical to mission success. Preventive interventions
for individuals and units include:

(1) Voluntary and command-referred counseling.

(2) Family support services.

(3) Support from family and friends through available media.

(4) Activation of an existing spouse support network.

(5) Personnel input into rest and recuperation (R&R) policies and schedules.
(6) Critical incident stress debriefings.

c. Historically, post-deployment mental health interventions for personnel returning from
theater have remained a low priority. To change this, the stigma of mental health interventions
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must be minimized. Educational briefings aimed at mitigating the stress and anxiety that often
follow a unit’s return from theater are suggested. Those briefings may address personal finances,
combat stress prevention, repatriation issues, general mental health issues (e.g., stress indicators
and stress reduction), R&R suggestions, and positive information regarding the accomplishment
of mission objectives.

6. Disease Nonbattle Injury Prevention

a. OEH surveillance is a key component of deployment health surveillance and contributor
toward DNBI prevention.

b. Environmental and occupational monitoring for chemical, biological, and physical hazards
such as indigenous communicable diseases, vectors, toxic industrial materials, field sanitation
problems, and unsafe food and water is a continuous process over the entire deployment life
cycle. During the predeployment phase, the intelligence preparation of the battlefield must take
into account the available strategic and operational medical intelligence pertaining to the
operational environment in order to identify and protect against expected hazards that may be
encountered.

c. For example, bioassays for depleted uranium and lead are approved to assess human
exposures during or after deployment and combat operations. Monitoring different types of
health conditions should be prioritized according to likely and/or detrimental exposures.
Occupational health and occupational medicine specialists should available for consultation to
assess potential toxic exposures in real time and identify and execute appropriate countermeasures.

d. Environmental threats are likely to vary considerably according to each deployment.
Continuous reassessment of environmental threats helps ensure that commanders understand
current risks and applicable countermeasures. Assessment methods require constant refinement
and improvement to diagnose threats accurately and develop preventive interventions. To assess
any threat accurately, vigilant objective documentation of all toxic agents with linkage to short
term health outcome data is required for both near real time and retrospective analyses. Immediate
analysis and feedback are essential to rapid threat intervention. Joint epidemiological activities
will require use of central data collection, analysis, and storage locations.

e. Exposures to toxins present during the deployment phase may be assessed by employing
the use of approved biomarkers either during or post-deployment depending on the persistence
of the biomarker. When warranted, post-exposure biomonitoring may be conducted and compared
with a pre-exposure baseline. Exposure to environmental toxins may have short- or long-term
effects. Long-term medical follow-up surveillance and care will be provided to individuals
experiencing chronic conditions related to any documented environmental exposures.

f. Effective and comprehensive casualty prevention among all combat and support personnel
will also depend on the ability of CCDRs to ensure that occupational safety and health measures
are rigorously adhered to whenever practical. While occupational safety is a commander’s
responsibility, the medical community plays a crucial role in reducing preventable losses by
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developing mishap prevention measures, life support research and development, and materiel or
doctrinal development to support the protection and performance of all deployed service members.

7. Nonbattle Injury Prevention

a. FHP calls for the anticipation and prevention of injuries likely to impede the attainment
of mission objectives or result in hospitalization or predispose to recurrent injury. This ID
should use all available sources of health information, including finished intelligence to determine
high-risk threats. Personnel at high risk of suffering NBIs include individuals:

(1) With preexisting conditions (such as illnesses, injury profiles, past injuries,
inadequate physical conditioning).

(2) Participating in high-risk activities (such as sports with a high rate of physical
contact).

(3) Participating in unfamiliar activities (such as manual material handling in
preparation for deployment).

b. Other recognized hazards to personnel health include:
(1) Motor vehicle accidents.
(2) Heat and cold injuries.
(3) Fatigue and stress illness.
(4) Physical overtraining.
(5) Hazardous noise levels.

c. Both common and deployment specific threats can be addressed by training provided
before and during deployment, adequate lighting and work conditions for assigned tasks, proper
clothing and equipment, and amelioration of fatigue or stress experienced by personnel.

d. Physical overtraining, lack of physical fitness, and participation in contact sports are
major contributors to NBI. To minimize injuries resulting from overtraining or a lack of physical
fitness, a baseline fitness program for gradual conditioning must be implemented. Sports that
involve a high risk of injury should be limited or their threat otherwise minimized through use of
protective equipment or with rule changes to minimize harmful contact. Occupational hazards
are another major cause of injury. These hazards can be minimized through the use of
ergonomically appropriate lifting and packing techniques, enforcement of work-rest cycles, and
training to avoid injuries likely to occur during a Service member’s career.
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e. Estimating probable NBIs requires historical data on deployed personnel. The use of a
theater trauma register is valuable in ensuring that data documenting the circumstances leading
to injury are recorded. Once entered into the registry, epidemiological analysis of the data can
take place and countermeasures established for those injuries which are numerous and/or severe.
Historical NBI data should be used to develop casualty prevention simulation models for Service
operational training exercises.

f. NBIs can significantly impair the achievement of mission objectives. To prevent this, a
risk management plan must emphasize general safety practices aimed at greatly reducing NBIs
during the deployment cycle.

8. Operational Risk Management

a. Risk management is an essential element of military doctrine. Uncertainty and risk are
part of all military operations. A time-tested principle of success in joint operations is taking
bold, decisive action, and a willingness to identify and control or accept the associated risk.
Risk is the probability and severity of failure or loss from exposure to various hazards. Carefully
determining the hazards, analyzing and controlling the hazards, and formulating and executing
a risk management plan to mitigate known or anticipated hazards contributes to the success of
the application of military force.

b. Risk management is the process used by decision makers to reduce or offset risk. The
risk management process provides leaders and individuals a systematic mechanism to identify
and choose the optimum COA for any given situation. Risk management must become a fully
integrated element of planning and executing an operation. The operational risk management
(ORM) process is applicable to all levels of military operations from strategic to tactical.
Commanders are responsible for the routine application of risk management in the planning and
execution phases of all missions, whether they are combat or support operations.

c. Four principles govern all actions associated with risk management. These continuously
employed principles are applicable before, during, and after all tasks and operations. The four
principles are:

(1) Accept no unnecessary risk.
(2) Make risk decisions at the appropriate level.
(3) Accept risk when benefits outweigh the costs.
(4) Integrate ORM into Service doctrine and planning at all levels.
d. ORM is a continuous process designed to detect, assess, and control risk while enhancing

performance and maximizing combat capabilities. ORM provides the basic structure for the
detection, assessment, and ultimate sustained control of risk while enhancing performance and
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maximizing combat capabilities. Individuals at all levels, identify and control hazards through
the ORM process. Figure F-1 shows an ORM process chart with six steps. The six steps are:

(1) Identify the Hazard. A hazard can be defined as any real or potential condition
that can cause mission degradation, injury, illness, death to personnel, or damage to or loss of
equipment or property. Experience, common sense, and specific risk management tools help
identify real or potential hazards.

(2) Assess the Risk. The hazard assessment step is the application of quantitative or
qualitative measures to determine the possibility of loss or injury associated with a specific
hazard. This process defines the probability and severity of a mishap that could result from the
hazard based upon the exposure of personnel or assets to that hazard.

(3) Analyze Risk Control Measures. Investigate specific strategies and tools that
reduce, mitigate, and eliminate the risk. Effective control measures reduce or eliminate one of
the three components probability, severity, or exposure) of risk.

SIX-STEP PROCESS OF OPERATIONAL RISK MANAGEMENT

Supervise and Identify the
6 Review Hazards

2

Assess the
Implement Risk Risks
Controls

5

Analyze 3
Make Control Risk Control
Decisions Measures

4

Figure F-1. Six-Step Process of Operational Risk Management
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(4) Make Control Decisions. Decision makers at the appropriate level choose the
best control combination of controls based on the analysis of overall costs and benefits.

(5) Implement Risk Controls. Once control strategies have been selected, an
implementation strategy needs to be developed and then applied by management and the work
force. Implementation requires commitment of time and resources.

(6) Supervise and Review. Risk management is a process that continues throughout
the life cycle of the system, mission, or activity. Leaders at every level must fulfill their respective
roles in assuring controls are sustained over time. Once controls are in place, the process must be
periodically reevaluated to ensure their effectiveness.

9. Health Risk Communication

Effective health risk communication is essential to casualty prevention including threat ID,
predeployment health debriefings and any medical follow-up indicated. All significant risks
must be clearly and accurately communicated to deploying Service members and to the chain of
command. Command empbhasis is an integral part of injury prevention. Commanders should
receive feedback throughout the deployment life cycle from preventive medicine staff regarding
preventable threats and countermeasures. Medical staff should ensure that the range of preventable
threats is prioritized and commanders are made aware of the risks that could affect operations.
Health care personnel should be given all available information to enable them to deliver high
quality care to individuals during deployment and upon their return from theater. It is essential
that DOD, the Department of Veterans Affairs, and civilian health care providers be alerted to
possible diseases that may have been contracted by deployed personnel. Candid information
concerning actual and probable DNBIs resulting from a deployment should be provided to all
appropriate individuals.

10. Battle Injury Prevention

Although disease and nonbattle injuries have historically caused most hospital admissions
from the battlefield or other deployed operational settings, battle injuries remain very significant
because of their severity. Services’ medical personnel provide support for prevention of BI
casualties by anticipating and preparing to counter the adverse medical effects of the enemy’s
operational threats.

11. Conclusion

The second pillar, casualty prevention, protects the healthy and fit Service member from
environmental, occupational, and operational threats. DNBISs historically account for the majority
of battlefield admissions. Individual Service members and commanders accomplish DNBI
prevention through actions. Medical personnel including those in the medical intelligence
community identify potential threats, develop COAs, and advise commanders of the risks and
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the recommended countermeasures, communications techniques and practices when informing
commanders and Service members of the risks and measures to be followed to eliminate or
reduce the risks.
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APPENDIX G
PATIENT AREA RECEPTION PLANS

1. Purpose

The purpose of this appendix is to provide guidance to assist the Federal coordinating
center (FCC) in developing patient reception SOPs and maintaining the support of hospitals and
area agencies for the assigned patient reception areas (PRAs) plan.

2. Responsibilities

The FCC director is responsible for ensuring the development, exercise, and evaluation of
local PRA plans. The FCC area coordinator assists the FCC director, ensuring that a patient
reception team (PRT) is developed for each PRA and that each PRT remains viable through
training and exercises. The FCC coordinator maintains contact with appropriate authorities in
each PRA, and includes contact information in each PRA plan. The FCC coordinator notifies all
agencies involved as soon as activation of the FCC geographical AOR is anticipated.

3. Plan Development

The development of local plans is critical if NDMS is to be a viable national system to
support the local communities. The key to success is the thoroughness and effectiveness of local
level planning. Each local community in which the NDMS is organized is unique. The degree
of sophistication of current community contingency/disaster planning and the availability of
local resources that can be incorporated into the PRA plan will vary among communities. Each
PRA plan must be tailored to its community; thus local planning cannot be accomplished without
the support, involvement, and coordination of the local areas medical community. Most
communities have an airport disaster plan or a similar MASCAL incident plan. In many instances,
this can be used as a basis for the PRA plan. In fact, it is advisable that the PRA plan be based on
existing plans where possible. In few circumstances is it envisioned that at PRA plan would
have to be developed from the ground up. At a minimum, the same people and organizations
that developed existing emergency response plans should help develop and manage the PRA
plan. Each PRA plan should address the following areas:

a. Concept of Operations
(1) Provide a concise mission statement.
(2) Define the geographic PRA of responsibility.

(3) Briefly define the roles and responsibilities of principle agencies, teams, and
individuals.

(4) Identify any applicable references, including the NRP as well as any applicable
state and local disaster plans.
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(5) Identify applicable state and local governmental and nongovernmental bodies,
including local emergency medical system agencies.

(6) Identify primary and alternate airfields, rail and bus terminals or other local identified
patient reception sites.

(7) Identify local resources for transporting patients.
(8) Identify local resources for definitive medical treatment.
b. PRA Activation
(1) Define the processes for NDMS activation of the local PRA.
(2) Define the local processes for alerting and augmenting the FCC staff.

(3) Define the processing and provide a checklist for notifying local agencies of
activation.

c. FCC Operations
(1) Define FCC staff roles, responsibilities, and shift schedules.
(2) Define FCC internal communications, logs, reports, etc.
(3) Define control of access to the FCC.
d. Bed Availability Reporting
(1) Provide definitions of terms, including a list of medical categories.

(2) Define the processes for collecting at the local level initial and recurring bed reports,
including “throughput.”

e. Medical Regulating and Patient Evacuation to the PRA
(1) Define the role of the DOD GPMRC.

(2) Define the processes and procedures for coordinating PM missions between
GPMRC and the FCC AOR.

f. Patient Reception and Staging

(1) Describing the local patient reception site(s). Patients arriving from distant disaster
sites or from military contingencies will generally be received at a single reception site in the
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PRA (e.g., an airfield, rail or bus terminal). The site should facilitate the off-loading of patients,
the immediate evaluation and triage of patients, and the staging of litter and ambulatory patients
prior to transport to local medical facilities. Close coordination is required with DOD, civil
airport authorities, emergency medical services (EMS) providers, city emergency planners and
other agencies and organizations as appropriate to ensure access to the site, adequate staffing,
security, environmental control (heat, water, light), provision of food and drink, and
communications.

(2) Define the roles and responsibilities of a PRT. The PRT is a multifunction group
and consists mainly of clinical staff, but should also include appropriate support from medical
administration and communications personnel, logistics personnel, and people acting as litter
bearers and drivers. The team leader can be a physician or other person with appropriate medical
expertise. This team can be based out of a federal facility (Veterans Administration [VA] or
DOD) or comprised of volunteers from community organizations. Disaster medical assistance
team staffs make exceptional PRT members if they are available to the FCC. Local EMS
volunteers who perform dispatch and ambulance transportation can also be helpful.

g. Transportation

(1) Define resources, procedures, and contact information to obtain vehicles, drivers,
and other personnel to transport patients from the reception site(s) to local NDMS member
hospitals. It is important that all vehicles be assessed for their patient carrying capability,
inventoried, and tabulated in the patient transportation plan. Additionally, coordinate in advance
with the authorities providing the vehicles and personnel for transportation. Military vehicles
that are scheduled to move to an overseas theater of operations early in mobilization, or are
committed to a potential military mobilization effort, should not be included as patient
transportation assets during military contingencies. Resources might include:

(a) Ambulances, other vehicles and personnel from local EMS.
(b) Military, VA, and/or local hospital ambulances and ambulance buses.

(c) Commercial, governmental, or other vehicles available that are wheelchair
accessible or otherwise configured to accommodate litter patients.

(d) Other commercial vehicles (e.g., airport limousines or buses).
(e) Military and other governmental general use trucks, vans, school buses, etc.

(2) Define the roles, processes and procedures for managing and tracking the use of
local transport resources.

(3) Identify primary and alternate routes from the patient reception site(s) to local
medical facilities. Ensure advance coordination with local law enforcement agencies is made in
the event that traffic control and additional security are needed.

G-3



Appendix G

h. Patient Administration

(1) Define the roles and responsibilities of the FCC area coordinator. The FCC area
coordinator assumes administrative responsibility for patients. This responsibility begins upon
a patient’s arrival and continues until the patient is transferred to a gaining facility and/or returned
home or, in the case of military patients, returned to the responsible Service personnel system
for processing and assignment to a military unit or discharge from active duty, as appropriate.

(2) Define the roles and responsibilities of the GPMRC liaisons, if available, and
military patient administration team, if available.

(3) Identify current contact information for each participating NDMS hospital.

(4) Define the roles and responsibilities of each participating NDMS hospital. The
medical staff of that hospital will accomplish the patients’ day-to-day medical management and
care. The hospital will provide medical care using their own procedures and forms. NDMS
member hospitals should provide information to the FCC coordinator, to include a daily admission
and disposition list (indicating the expected length of stay) and a narrative summary upon discharge

of the patient.

(5) Define the roles, processes, and procedures for tracking patients in the PRA. Ensure
that the following information is included in the tracking system adopted by the FCC:

(a) Patient name.
(b) Social security or other ID number.
(c) Medical regulating/diagnostic category.

(d) Type of patient (i.e., directly injured/victimized by disaster or relocated/
displaced by the disaster).

(e) Home address (if available).
(f) Next of kin, address, and telephone number (if available).

(g) Admitting hospital, admission date, address, POC, and telephone number for
inpatients.

(h) Local domicile (e.g., hotel or shelter), address, POC, and telephone number
for outpatients.

(6) Define policies and procedures for disposition of records. The FCC area coordinator
generally retains patient data for the minimum period required by statutory law, but never less
than one year after the last patient has been returned home. The FCC director will submit
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records to a central repository. All appropriate patient confidentiality procedures, including
protection of social security numbers, must be followed.

i. Patient Discharge and Return
(1) Define roles and responsibilities for individual patient discharge planning.

(2) Define the processes and procedures for transporting patients who require continuing
medical treatment.

(3) Define the processes and procedures for transporting patients who do not require
continuing medical treatment.

j. Financial Claims Processing
(1) Define basic procedures for data collection, claims processing, and reimbursement.

(2) Define roles and responsibilities of the FCC coordinator and NDMS participating
hospitals.

k. Training and Exercises

(1) Identify the requirements and objectives for annual training of individuals.

(2) Identify the requirements and objectives for annual training of teams.

(3) Identify the requirements and objectives of annual comprehensive PRA exercises.
|. Public Relations and Media Information

(1) Identify local media resources.

(2) Define rules, limitations, and processes for preparing information for release.

(3) Identify local agencies and individuals authorized to release information.
m. Communications

(1) Identify primary and alternate means of communication, and provide a detailed
contact list for the following:

(a) The FCC.

(b) Appropriate HQ elements or agencies.
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(c) GPMRC.

(d) Local authorities and agencies.

(e) Patient reception site authorities.

(f) PRTs.

(g) Patient transport agencies.

(h) All local participating NDMS hospitals.
(i) Others as required.

(2) Provide an inventory of primary and alternate communications equipment and
supplies.
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GENEVA CONVENTION INFORMATION

1. General

a. The conduct of armed hostilities is regulated by law of armed conflict (LOAC). This
law is derived from two principal sources:

(1) Lawmaking treaties or conventions (such as The Hague and Geneva Conventions).

(2) Custom (practices which by common consent and long-established uniform
adherence has taken on the force of law).

b. Under the US Constitution, treaties constitute part of the Supreme Law of the Land, and
thus must be observed by both military and civilian personnel. The unwritten or customary
LOAC is part of international law. As such, it is binding upon the United States, citizens of the
United States, and other persons serving the United States.

2. The Geneva Conventions

a. The US is a party to numerous conventions and treaties pertinent to warfare. Collectively,
these treaties are often referred to as The Hague and Geneva Conventions. Whereas the Hague
Conventions concern the methods and means of warfare, the Geneva Conventions concern the
victims of war or armed conflict. The Geneva Conventions are four separate international treaties,
signed in 1949. The Conventions are very detailed and contain many provisions, which are tied
directly to the HSS mission. These Conventions are titled:

(1) Geneva Convention for the Amelioration of the Condition of the Wounded and
Sick in Armed Forces in the Field (Geneva I or GWS).

(2) Geneva Convention for the Amelioration of the Condition of the Wounded, Sick,
and Shipwrecked Members of the Armed Forces at Sea (Geneva Il or GWS Sea).

(3) Geneva Convention Relative to the Treatment of Prisoners of War (Geneva Il or
GPW).

(4) Geneva Convention Relative to the Protection of Civilian Persons in Time of War
(Geneva IV or GC).

b. All HSS personnel should thoroughly understand the provisions of the Geneva
Conventions that apply to medical activities. Violation of these Conventions can result in the
loss of the protection afforded by them. Medical personnel should inform the tactical commander
of the consequences of violating the provisions of these Conventions. The consequences can
include the following:
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(1) MEDEVAC assets subjected to attack and destruction by the adversary.
(2) HSS capability degraded.

(3) Captured medical personnel becoming POWSs rather than retained personnel. They
may not be permitted to treat fellow prisoners.

(4) Loss of protected status for medical unit, personnel, or evacuation platforms (to
include aircraft on the ground).

3. Protection of the Wounded, Sick, and Shipwrecked

a. The essential and dominant idea of the GWS is that the combatant who has been wounded
or who is sick, and for that reason is out of the combat in a disabled condition, is from that
moment protected. Friend or foe must be tended with the same care. From this principle,
numerous obligations are imposed upon parties to a conflict.

b. Protection and Care. Article 12 of the GWS imposes several specific obligations
regarding the protection and care of the wounded and sick.

(1) The first paragraph of Article 12, GWS, states “Members of the armed forces and
other persons mentioned in the following Article, who are wounded or sick, shall be respected
and protected in all circumstances.”

(a) The word “respect” means “to spare, not to attack,” as explained in the
International Committee of the Red Cross’s (ICRC’s) Commentary, I Geneva Convention and
“protect” means “to come to someone’s defense, to lend help and support.” These words make
it unlawful to attack, kill, ill-treat, or in any way harm a fallen and unarmed adversary combatant
who has ceased to fight. At the same time, these words impose an obligation to come to the
combatant’s aid and give the combatant such care as the combatant’s condition requires.

(b) This obligation is applicable in all circumstances. The wounded and sick are
to be respected just as much when they are with their own Service or in no man’s land as when
they have fallen into the hands of the adversary.

(c) Combatants, as well as noncombatants, are required to respect the wounded.
The obligation also applies to civilians; Article 18, GWS, specifically states: “The civilian
population shall respect these wounded and sick, and in particular abstain from offering them
violence.”

(d) Military personnel who are at sea and are wounded, sick or shipwrecked, by
whatever cause, are entitled to the same respect and protection.

(e) The GWS does not define what “wounded or sick” means, nor has there ever
been any definition of the degree of severity of a wound or a sickness entitling the wounded or
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sick combatant to respect. Any definition would necessarily be restrictive in character and would
thereby open the door to misinterpretation and abuse. The meaning of the words “wounded and
sick” is thus a matter of common sense and good faith. It is the act of laying down of arms
because of a wound or sickness, which constitutes the claim to protection.

(f) The benefits afforded the wounded and sick extend not only to members of
the armed forces, but to other categories of persons as well, classes of whom are specified in
Article 13, GWS. Even though a wounded person is not in one of the categories enumerated in
the Article, we must still respect and protect that person. There is a universal principle that says
that any wounded or sick person is entitled to respect and humane treatment and the care, which
his condition requires. Wounded and sick civilians have the benefit of humanitarian safeguards.
It is the best practice to treat all sick or wounded adversary citizens as detainees, entitled to
treatment, until their status can be determined otherwise.

(2) The second paragraph of Article 12, GWS, provides that the wounded and sick
“...shall be treated humanely and cared for by the Party to the conflict in whose power they may
be, without any adverse distinction founded on sex, race, nationality, religion, political opinions,
or any other similar criteria...”

(a) All adverse distinctions are prohibited. Nothing can justify an adversary in
making any adverse distinction between wounded or sick who require his attention, whether
they are friend or foe. Both are on equal footing in the matter of their claims to protection,
respect, and care. The foregoing is not intended to prohibit concessions, particularly with respect
to food, clothing, and shelter, which take into account the different national habits and backgrounds
of the wounded and sick.

(b) The wounded and sick shall not be made the subjects of biological, scientific,
or medical experiments of any kind that are not justified on medical grounds and dictated by a
desire to improve their condition.

(c) The wounded and sick shall not willfully be left without medical assistance,
nor shall conditions exposing them to contagion or infection be created.

(3) The only reason that can justify priority in the order of treatment are reasons of
medical urgency. This is not so much an exception to the principle of equality of treatment of the
wounded as it is recognition of the legitimacy of triage. So long as adversary patients are triaged
on an equal footing with allied patients, triage is justified. An adversary can never refuse to care
for adversary wounded on the pretext that his adversary has abandoned them without medical
personnel and equipment.

(4) Paragraph 5 of Article 12, GWS, provides that if we must abandon wounded or
sick, we have a moral obligation to, “as far as military considerations permit,” leave medical
supplies and personnel to assist in their care. This provision is in no way bound up with the
absolute obligation imposed by paragraph 2 of Article 12 to care for the wounded.
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c. Adversary Wounded and Sick. The protections accorded the wounded and sick apply
to friend and foe alike without distinction. Certain provisions of the GWS, however, specifically
concern adversary wounded and sick. There are also provisions in the GPW, which because
they apply to POWs generally, also apply to adversary wounded or sick.

(1) Article 14 of the GWS states that the wounded and sick of a belligerent who are
captured have the status of POWs. However, that wounded adversary is also a person who
needs treatment. Therefore, a wounded adversary who falls into the hands of an adversary who
is a Party to the GWS and the GPW, such as the US, will enjoy protection under both Conventions
until his recovery.

(2) Article 16 of the GWS requires the recording and forwarding of information
regarding adversary wounded, sick, or dead.

(3) When intelligence indicates that large numbers of EPWs may result from an
operation, medical units may require reinforcement to support the anticipated additional EPW
patient workload.

d. Search for and Collection of Casualties. Article 15 of the GWS imposes a duty on
combatants to search for and collect the dead and wounded and sick as soon as circumstances
permit. Itis left to the tactical commander to judge what is possible and to decide to commit his
medical personnel to this effort. If circumstances permit, an armistice or suspension of fire
should be arranged to permit this effort.

e. Assistance of the Civilian Population. Article 18, GWS, addresses the civilian
population. It allows military authorities to ask the civilians to collect and care for wounded or
sick of whatever nationality. This provision does not relieve the military authorities of their
responsibility to give both physical and moral care to the wounded and sick. The GWS also
reminds the civilian population that they must respect the wounded and sick, and in particular,
must not injure them.

f. Adversary Civilian Wounded and Sick. Certain provisions of the GC are relevant to
the HSS mission.

(1) Article 16 of the GC provides that adversary civilians who are “wounded and sick,
as well as the infirm, and expectant mothers shall be the object of particular protection and
respect.” The Article also requires that, “as far as military considerations allow, each Party to the
conflict shall facilitate the steps taken to search for the killed and wounded (civilians), to
assist...other persons exposed to grave danger, and to protect them against pillage and ill-treatment
[emphasis added].”

(a) The “protection and respect” to which wounded and sick adversary civilians
are entitled is the same as that accorded to wounded and sick adversary military personnel.
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(b) While Article 15 of the GWS requires Parties to a conflict to search for and
collect the dead and wounded and sick members of the armed forces, Article 16 of the GC states
that the Parties must “facilitate the steps taken” in regard to civilians. This recognizes the fact
that saving civilians is the responsibility of the civilian authorities rather than of the military. The
military is not required to provide injured civilians with medical care in a combat zone. However,
if we start providing treatment, we are bound by the provisions of the GWS.

(2) In occupied territories, the Occupying Power must accord the inhabitants
numerous protections as required by Part I1I, Section III, GC. The provisions relevant to medical
care include the:

(a) Requirement to bring in medical supplies for the population if the resources
of the occupied territory are inadequate.

(b) Prohibition on requisitioning medical supplies except for use by occupation
forces and administration personnel unless the requirements of the civilian population have
been taken into account. Fair value must be paid for the requisitioned goods.

(c) Duty of ensuring and maintaining, with the cooperation of national and local
authorities, the medical and hospital establishments and services, public health, and hygiene in
the occupied territory.

(d) Requirement that medical personnel of all categories be allowed to carry out
their duties.

(e) Prohibition on requisitioning civilian hospitals on other than a temporary basis
and then only in cases of urgent necessity for the care of military wounded and sick and only so
long as suitable arrangements are made for the civilian patients in due time. Prohibition on
requisitioning the material and stores of civilian hospitals so long as they are necessary for the
needs of the civilian population.

(f) Requirement to provide adequate medical treatment to detained persons.
Requirement to provide adequate medical care in internment camps.

4. Protection and Identification of Medical Personnel

a. Article 24 of the GWS provides special protection for “Medical personnel exclusively
engaged in the search for, or the collection, transport, or treatment of the wounded or sick, or in
the prevention of disease, [and] staff exclusively engaged in the administration of medical units
and establishments . . . [emphasis added].” Article 25 provides limited protection for “Members
of the armed forces specially trained for employment, should the need arise, as hospital orderlies,
nurses, or auxiliary stretcher-bearers, in the search for or the collection, transport, or treatment
of the wounded and sick . . . if they are carrying out these duties at the time when they come into
contact with the enemy or fall into his hands [emphasis added].”
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b. Protection. There are two separate and distinct forms of protection.

(1) The first is protection from intentional attack if medical personnel are identifiable
as such by an adversary in a combat environment. Normally this is facilitated by medical personnel
wearing an arm band bearing the distinctive emblem (a red cross or red crescent on a white
background), or by their employment in a medical unit, establishment, or vehicle (including
medical aircraft and hospital ships) that displays the distinctive emblem. Persons protected by
Article 25 may wear an armband bearing a miniature distinctive emblem only while executing
medical duties.

(2) The second protection provided by the GWS pertains to medical personnel who
fall into the hands of the adversary. Article 24 personnel are entitled to “retained personnel”
status. They are not deemed to be POWs, but otherwise benefit from the protections of the
GPW. They are authorized to carry out medical duties only, and ““shall be retained only in so far
as the state of health . . . and the number of POWSs require.” Article 25 personnel are POWs, but
shall be employed to perform medical duties in so far as the need arises. They may be required
to perform other duties or labor, and they may be held until a general repatriation of POWs is
accomplished upon the cessation of hostilities.

c. Specific Cases. Personnel assigned to medical units fall into the category identified in
Article 24 provided they meet the “exclusively engaged” criteria of that article. While itis nota
violation of the GWS for Article 24 personnel to perform nonmedical duties, it should be
understood, however, that Article 24 personnel lose their protected status under that article if
they perform duties or tasks inconsistent with their noncombatant role. Should those personnel
later take up their medical duties again, a reasonable argument might be made that they cannot
regain Article 24 status since they have not been exclusively engaged in medical duties and that
such switching of roles might at best cause such personnel to fall under the category identified in
Article 25.

(1) Article 24 personnel who might become Article 25 personnel by virtue of their
switching roles could include the following:

(a) A medical company commander, executive officer, or a physician detailed as
convoy march unit commander with responsibility for medical and nonmedical unit routes of
march, convoy control, defense, and repulsing attacks.

(b) Helicopter pilots who are permanently assigned to a dedicated medical aviation
unit to fly MEDEVAC helicopters, but fly helicopters not bearing the red cross emblem on
standard combat missions during other times.

(2) The GWS does not itself prohibit the use of Article 24 personnel in perimeter
defense of nonmedical units such as logistics areas or base clusters under overall security defense
plans, but the policy of DOD is that Article 24 personnel will not be used for this purpose.
Adherence to this policy should avoid any issues regarding their status under the GWS due to a
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temporary change in their role from noncombatant to combatant. Medical personnel may guard
their own unit without any concurrent loss of their protected status.

d. Identification Cards and Armbands. Medical personnel who meet the “exclusively
engaged” criteria of Article 24, GWS, are entitled to wear an armband bearing the distinctive
emblem of the Red Cross and carry the medical personnel ID card authorized in Article 40,
GWS (in the US Armed Services, DD Form 1934). Article 25 personnel and medical personnel
serving in positions that do not meet the “exclusively engaged” criteria of Article 24 are not
entitled to carry the medical personnel ID card or wear the distinctive emblem armband. Such
personnel carry a standard military ID card (DD Form 2A) and, under Article 25, may wear an
armband bearing a miniature distinctive emblem when executing medical duties.

5. Protection and Identification of Medical Units, Establishments, Buildings,
Materiel, and Medical Transports

a. Protection. There are two separate and distinct forms of protection.

(1) The first is protection from intentional attack if medical units, establishments, or
transports are identifiable as such by an adversary in a combat environment. Normally, this is
facilitated by medical units or establishments flying a white flag with a red cross and by marking
buildings and transport vehicles with the distinctive emblem.

(a) It follows that if we cannot attack recognizable medical units, establishments,
or transports, we should allow them to continue to give treatment to the wounded in their care as
long as this is necessary.

(b) Allvehicles employed exclusively on medical transport duty are protected on
the battlefield. However, if they fall into enemy hands they are subject to the law of war.
Medical vehicles being used for both military and medical purposes, such as moving wounded
personnel during an evacuation and carrying retreating adversaries are not entitled to protection.

(c) Medical aircraft, like medical transports, are protected from intentional attack,
but with a major difference — they are protected only “while flying at heights, times, and on
routes specifically agreed upon between the belligerents concerned,” (Article 36, GWS). Such
agreements may be made for each specific case or may be of a general nature, concluded for the
duration of hostilities. If there is no agreement, flights over enemy or enemy-occupied terrain
receive no special protection.

(d) Article 37, GWS specifies that “medical aircraft of Parties to the conflict may
fly over the territory of neutral Powers, land on it in case of necessity, or use it as a port of call.”
The medical aircraft will “give the neutral Powers previous notice of their passage over the said
territory and obey all summons to alight, on land or water.” The aircraft will be “immune from
attack only when flying on routes, at heights and at times specifically agreed upon between the
Parties to the conflict and the neutral Power concerned.” It further states that “the neutral Powers
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may, however, place conditions or restrictions on the passage or landing of medical aircraft on
their territory, so long as those conditions or restrictions apply equally to all Parties of the conflict.”

(e) According to GWS Sea, Article 28, should fighting occur on board a warship,
the sick-bays shall be respected and spared as far as possible. Sick-bays and their equipment
shall remain subject to the laws of warfare, but may not be diverted from their purpose so long
as they are required for the wounded and sick. Nevertheless, the commander into whose power
they have fallen may, after ensuring the proper care of the wounded and sick who are
accommodated therein, apply them to other purposes in case of urgent military necessity.

(f) According to GWS Sea, Chapter III, hospital ships may not be attacked or
captured, provided their names and descriptions have been provided to the adversary at least ten
days before they are deployed. Hospital ships lose protection if they are used for any military
purpose or commit acts harmful to the adversary. Possession of secret codes for radios or other
means of communication by a hospital ship is considered an act harmful to the adversary, but US
policy has been to equip its hospital ships with encrypted communication in order to allow for
communication between the hospital ship and other naval vessels or commands.

(g) The second paragraph of Article 19 GWS imposes an obligation upon
commanders to “ensure that the said medical establishments and units are, as far as possible,
situated in such a manner that attacks against military objectives cannot imperil their safety.”
Hospitals should be sited alone, as far as possible from military objectives. The unintentional
bombardment of a medical establishment or unit due to its presence among or in proximity to
valid military objectives is not a violation of the GWS. Legal protection is certainly valuable,
but it is more valuable when accompanied by practical safeguards.

(2) The second protection provided by the GWS pertains to medical units,
establishments, materiel, and transports that fall into the hands of the adversary.

(a) Captured mobile medical unit materiel is to be used first to treat the patients in
the captured unit. If there are no patients in the captured unit, or when those who were there
have been moved, the materiel is to be used for the treatment of other wounded and sick persons.

(b) Generally, the buildings, materiel, and stores of fixed medical establishments
will continue to be used to treat wounded and sick. However, after provision is made to care for
remaining patients, tactical commanders may make other use of them. All distinctive markings
must be removed if the buildings are to be used for other than medical purposes.

(c) The materiel and stores of fixed establishments and mobile medical units are
not to be intentionally destroyed, even to prevent them from falling into adversary hands.

(d) Medical transports that fall into adversary hands may be used for any purpose
once arrangement has been made for the medical care of the wounded and sick they contain. The
distinctive markings must be removed if they are to be used for nonmedical purposes.
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(e) A medical aircraft is supposed to obey a summons to land for inspection. If'it
is performing its medical mission, it is supposed to be released to continue its flight. If examination
reveals that an act “harmful to the enemy” (for example, if the aircraft is carrying munitions) has
been committed, it loses the protections of the Conventions and may be seized. If a medical
aircraft makes an involuntary landing, all aboard, except the medical personnel (who will be
retained personnel), will be POWs. A medical aircraft refusing a summons to land does so at its
own risk and is a lawful target.

b. Identification. The GWS contains several provisions regarding the use of the Red
Cross emblem on medical units, establishments, and transports (the ID of medical personnel has
been previously discussed).

(1) Article 39 of the GWS reads as follows: “Under the direction of the competent
military authority, the emblem shall be displayed on the flags, armlets, and on all equipment
employed in the Medical Service.”

(a) There is no obligation of an adversary to mark his units with the emblem.
Sometimes a commander may order the camouflage of his medical units in order to conceal the
presence or real strength of his forces. The adversary must respect a medical unit if he knows of
its presence, even one that is camouflaged or not marked. The absence of a visible Red Cross
emblem, however, coupled with a lack of knowledge on the part of the adversary as to the unit’s
protected status, may render that unit’s protection valueless.

(b) The distinctive emblem is not a red cross alone; it is a red cross on a white
background. Should there be some good reason, however, why an object protected by the
Convention can only be marked with a red cross without a white background, adversaries may
not make the fact that it is so marked a pretext for refusing to respect it.

(c) Some countries use a red crescent on a white background in place of a red
cross. This emblem is recognized as an authorized exception under Article 38, GWS. Although
not specifically authorized as a symbol in lieu of the Red Cross, enemies of Israel in past wars
have recognized the red Star of David and have afforded it the same respect as the Red Cross.
This showed compliance with the general rule that the wounded and sick must be respected and
protected when they are recognized as such, even when not properly marked.

NOTE: The Geneva Conventions authorizes the use of the following distinctive emblems on a
white background: Red Cross; Red Crescent; and Red Lion and Sun. In operations conducted in
countries using an emblem other than the Red Cross on a white background, US personnel must
be made aware of the different official emblems. US forces are legally entitled to only display
the Red Cross. However, commanders have authorized the display of both the Red Cross and
the Red Crescent to accommodate HN concerns and to ensure that confusion of emblems would
not occur. Such use of the Red Crescent must be of a smaller size than the Red Cross.

(d) The initial phrase of Article 39 shows that it is the military commander who
controls the emblem and can give or withhold permission to use it. He is at all times responsible
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for the use made of the emblem and must see that it is not improperly used by the troops or by
individuals.

(2) Article 42 of the GWS specifically addresses the marking of medical units and
establishments.

(a) “The distinctive flag of the Convention shall be hoisted only over such medical
units and establishments as are entitled to be respected under the Convention, and only with the
consent of the military authorities.” (Paragraph 1, Article 42, GWS) Although the Convention
does not define “the distinctive flag of the Convention,” what is meant is a white flag with a red
cross in its center. Also, the word “flag” must be taken in its broadest sense. Hospitals are often
marked by one or several Red Cross emblems painted on the roof. Finally, the military authority
must consent to the use of the flag (see the above comments on Article 39) and must ensure that
the flag is used only on buildings entitled to protection.

(b) “In mobile units, as in fixed establishments, [the distinctive flag] may be
accompanied by the national flag of the Party to the conflict to which the unit or establishment
belongs.” (Paragraph 2, Article 42, GWS) This provision makes it optional to fly the national
flag with the Red Cross flag. It should be noted that on a battlefield, the national flag is a symbol
of belligerency and is therefore likely to provoke attack.

NOTE: There is no such thing as a “camouflaged” Red Cross. When camouflaging a medical
unit or ambulance, either cover up the Red Cross or take it down. A black cross on an olive drab
or any other background is not a symbol recognized under the Geneva Conventions.

6. Loss of Protection of Medical Establishments and Units

Medical assets lose their protected status by committing acts “harmful to the enemy.” (Article
21, GWS.) A warning must be given to the offending unit and a reasonable amount of time
allowed to cease such activity.

a. Acts Harmful to the Adversary. The phrase “acts harmful to the enemy” is not defined
in the Convention, but should be considered to include acts the purpose or effect of which is to
harm the adversary, by facilitating or impeding military operations. Such harmful acts would
include, for example, the use of a hospital as a shelter for able-bodied combatants, as an arms or
ammunition dump, or as a military observation post. Another instance would be deliberately
locating a medical unit in a position where it would impede an adversary attack. Treating wounded
and sick military personnel is not considered an act “harmful to the enemy” for purposes of the
Convention.

b. Warning and Time Limit. The adversary has to warn the unit to put an end to the
harmful acts and must fix a time limit on the conclusion of which he may open fire or attack if
the warning has not been complied with. The phrase “in all appropriate cases” recognizes that
there might obviously be cases where no time limit could be allowed. A body of troops approaching
a hospital and met by heavy fire from every window would return fire without delay.
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c. Use of Smoke and Obscurants. The use of smoke and obscurants during MEDEVAC
operations for signaling or marking landing zones does not constitute an act harmful to the
adversary. However, employing such devices to obfuscate a medical element’s position or location

is tantamount to camouflaging; it would jeopardize its entitlement privilege status under the
GWS.

7. Conditions not Depriving Medical Units and Establishments of Protection

a. Article 22 ofthe GWS reads as follows: “The following conditions shall not be considered
as depriving a medical unit or establishment of the protection guaranteed by Article 19, that the:

(1) Personnel of the unit or establishment are armed, and that they use the arms in
their own defense, or in that of the wounded and sick in their charge.

(2) Absence of armed orderlies, the unit or establishment is protected by a picket or by
sentries or by an escort.

(3) Small arms and ammunition taken from the wounded and sick and not yet handed
to the proper service, are found in the unit or establishment.

(4) Personnel and materiel of the veterinary service are found in the unit or
establishment, without forming an integral part thereof.

(5) Humanitarian activities of medical units and establishments or of their personnel
extend to the care of civilian wounded or sick.”

b. These five conditions are not to be regarded as acts harmful to the adversary. These are
particular cases where a medical unit retains its character and its right to immunity, in spite of
certain appearances that might lead to a contrary conclusion or, at least, created some doubt.

(1) Defense of Medical Units and Self-defense by Medical Personnel. A medical
unit is granted a privileged status under LOAC. This status is based on the view that medical
personnel are not combatants and that their role in the combat area is exclusively a humanitarian
one. Inrecognition of the necessity of self-defense, however, medical personnel may be armed
for their own defense or for the protection of the wounded and sick under their charge. To retain
this privileged status, they must refrain from all aggressive action and may only employ their
weapons if attacked in violation of the Conventions. They may not employ arms against adversary
forces acting in conformity with LOAC and may not use force to prevent the capture of their unit
by the adversary (it is, on the other hand, perfectly legitimate for a medical unit to withdraw in
the face of the adversary). Medical personnel who use their arms in circumstances not justified
by the law of land warfare expose themselves to penalties for violation of the LOAC and, provided
they have been given due warning to cease such acts, may also forfeit the protection of the
medical unit or establishment which they are protecting.
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(a) Medical personnel may carry only small arms, such as rifles or pistols or
authorized substitutes.

(b) The presence of machine guns, grenade launchers, booby traps, hand grenades,
light antitank weapons, or mines (regardless of the method by which they are detonated) in or
around a medical unit or establishment could seriously jeopardize its entitlement to privileged
status under the GWS. The deliberate arming of a medical unit with such items could constitute
an act harmful to the adversary and cause the medical unit to lose its protection, regardless of the
location of the medical unit.

(2) Guarding Medical Units. As a rule, a medical unit is to be guarded by its own
personnel. However, it will not lose its protected status if the guard is performed by a number of
armed military personnel. The military guard attached to a medical unit may use its weapons,
just as armed medical personnel may, to ensure the protection of the unit. But, as in the case of
medical personnel, the armed personnel may only act in a purely defensive manner and may not
oppose the occupation or control of the unit by an adversary who is respecting the unit’s privileged
status. The status of such armed personnel is that of ordinary members of the armed forces. The
mere fact of their presence with a medical unit will shelter them from attack. In case of capture,
they will be POWs.

(3) Arms and Ammunition Taken from the Wounded. Wounded persons arriving
in a medical unit may still be in possession of small arms and ammunition, which will be taken
from them and handed to authorities outside the medical unit. Should a unit be captured by the
adversary before it is able to get rid of these arms, their presence is not of itself cause for denying
the protection to be accorded the medical unit under the GWS.

(4) Personnel and Materiel of the Veterinary Corps. The presence of personnel
and materiel of the Veterinary Corps with a medical unit is authorized, even where they do not
form an integral part of such unit.

(5) Care of Civilian Wounded or Sick. A medical unit or establishment protected by
the GWS may take in civilians as well as military wounded and sick without jeopardizing its
privileged status. This clause merely sanctions what is actually done in practice.

8. Maedical Care for Retained and Detained Personnel

Definitions

a. The term detainee refers to any person captured or otherwise detained by an armed
force.

b. The term, retained personnel is defined as “Enemy personnel who come within any of
the categories below are eligible to be certified as retained personnel.
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(1) Medical personnel exclusively engaged in the:
(a) Search for, collection, transport, or treatment of the wounded or sick.
(b) Prevention of disease.
(c) Staff administration of medical units and establishments exclusively.
(2) Chaplains attached to enemy armed forces.

(3) Staff of national Red Cross societies and other voluntary aid societies duly
recognized and authorized by their governments. The staffs of such societies must be subject to

military laws and regulations.”
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APPENDIX J
MEDICAL ASPECTS OF REINTEGRATION

1. General

The purpose of this appendix is to describe medical processing of recovered isolated US
military, DOD civilian and DOD contractor personnel who have been POWs, were held hostage
by terrorists, were detained in peacetime by a hostile foreign government, were evading enemy
capture, or were otherwise missing. The objective of medical reintegration is to provide returnees
with appropriate and complete medical evaluation and treatment, to establish a detailed medical
record for future reference, to maintain or restore dignity, and to facilitate readjustment to society.
JP3-50, Personnel Recovery, refers to reintegration as one of the five execution tasks of personnel
recovery (PR): report, locate, support, recover, and reintegrate.

a. Reintegration is a critical, straightforward task that allows DOD to gather necessary
tactical and strategic survival, evasion, resistance, and escape (SERE) information while protecting
the health and well-being of returned isolated personnel. Qualified SERE and intelligence
debriefers who gather information from recovered isolated personnel, SERE psychologists who
assist the recovered isolated personnel to decompress and reintegrate to their unit, family and
society, and qualified medical personnel who care for the physical well being of returned
isolated personnel are key to the successful accomplishment this task.

b. The combatant command’s PR directive, the OPLAN/OPORD, and PR CONOPS should
specify the required PR debrief and reintegrate (D&R) teams and their composition and
responsibilities. The JFC’s PR D&R team chief will be responsible for the promulgation and
execution of the D&R plan and the oversight of, and assistance to, component PR D&R teams.
The joint personnel recovery center (JPRC) should coordinate all joint requirements necessary
to conduct D&R phases I and 11 (as described below). The scope and complexity of the process
will vary depending on the classification of the recovered isolated personnel (i.e., survivors and
evaders may require less debriefing and psychological attention than captives, detainees, and
POWs) and their physical and mental condition. Medical stability is the top priority of all
debriefing and reintegration processes, but gathering time sensitive information that has the
potential to save others during on-going hostilities can be equally important in some circumstances.
Medical personnel must have an understanding of the operational needs of the debriefing
and reintegration process so they can help and not hinder this important process.

2. Debrief and Reintegrate Process

D&R is a process that consists of five essential steps. Medical and psychological personnel
are responsible for three of those steps. The medical community must remember that D&R is an
operational mission. The medical community supports this mission by assuring the health and
well-being of the returned isolated individuals.

J-1



Appendix J

a. Medical Stabilization. Returning isolated individuals should receive a comprehensive
medical triage and any medical treatment necessary to medically stabilize the returnee should be
conducted.

b. Tactical Debriefing. Tactical debriefs are designed to obtain specific time sensitive
information that has the potential of saving lives in the on-going operational environment.
Information such as the location of other isolated individuals or position and strength of enemy
forces can have significant impact if the information can be gathered and distributed in a timely
manner.

c. Medical Treatment. After the tactical debriefing is completed, necessary medical
treatment becomes the number one priority. In-depth debriefing may continue, but medical
treatment takes precedence.

d. Debriefing. The debriefs are designed to obtain specific information regarding the
experience of recovered isolated personnel. Intelligence and SERE debriefs may run separately
or concurrently as dictated by mission circumstances, but must be coordinated with one another
and deconflicted with ongoing medical treatment needs.

e. Reintegrate. Reintegration begins at the moment the recovered individual enters US
control and continues until a final disposition of duty status. This task is primarily focused on the
decompression of the recovered isolated personnel and is monitored or conducted by a SERE
psychologist certified by Joint Personnel Recovery Agency. Decompression is a critical element
that can prevent psychological damage to the recovered isolated personnel and the loss of accuracy
in recalling critical intelligence and operational information. The SERE psychologist:

(1) Provides an explanation of the D&R procedures to include the behavioral
assessment.

(2) Conducts a behavioral assessment and addresses critical elements of capture,
detention/captivity, long-term evasion, and liberation in terms of their impact on the adjustment
of recovered isolated personnel.

(3) Monitors and coordinates all aspects of the D&R task, to ensure the health and
stamina of recovered isolated personnel are maintained.

(4) Provides the behavioral assessment of the recovered isolated personnel to the D&R
team leader who makes the recommendation on disposition (i.e., return to duty or continue to
next phase) to the component commander.

3. Debrief and Reintegrate Phases
a. Phases. D&R is normally conducted in three phases, the first two are directed by the

CCDR in coordination with the Services, and the final phase is conducted by the Services in
CONUS. Phase I encompasses the process of transporting the recovered isolated person to a
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safe area to conduct initial debriefing and reintegration. Phase I will end with the recovered
isolated personnel being returned to duty or recommended for Phase II. Phase II encompasses
the transition from Phase I to a theater treatment and process facility and further SERE and
intelligence debriefings and/or decompression treatment. Phase II will end with the recovered
isolated personnel being released to duty or recommended for Phase III.

(1) Phase I is a component responsibility and managed by the PR coordination cell.
All isolated personnel must undergo Phase I. Based on the D&R team chief’s recommendation
and theater guidance, the component commander should have the authority to reintegrate isolated
personnel to their DOD duties or transfer them to the next phase. Phase I can begin as soon as
the recovered isolated personnel are in the care of the component’s D&R team and must be
accomplished as soon as possible. The D&R team chief will determine the most appropriate
place and means to accomplish Phase I. Based on the CCDR’s guidance, and component
requirements, Phase I will normally consist of:

(a) Immediate medical attention.

(b) Anintelligence debriefto collect any appropriate tactical/perishable intelligence
and/or any appropriate isolated personnel ID and status information.

(c) Information debriefs necessary to collect perishable SERE information and
determine whether recovered isolated personnel can be returned to duty or require additional
time for decompression and medical treatment.

(d) The component D&R team chief recommends the disposition of the recovered
isolated personnel to the component. This should be done after consultation with medical
authorities and the SERE psychologist.

(2) Phase II will be conducted at the theater designated facility (this is usually a
regional hospital) where the recovered isolated personnel will receive more structured SERE
and intelligence debriefings, medical attention, and the decompression process will begin in
earnest. Phase II should be managed by the JPRC and executed by the CCDR’s designated joint
D&R team. The theater D&R team should have Service component representation to keep
component commanders informed on the status of their recovered isolated personnel. After
completion of the gathering of time sensitive information medical and mental health needs take
top priority in the D&R process.

(a) The D&R team chief will ensure coordination with other members of the
CCDRs staft who are involved in the administrative processing of the recovered isolated personnel
or require proprietary debriefings (or they may be part of the team). The D&R team chief will be
charged with prioritizing and monitoring, in coordination with the SERE psychologist and medical
authorities, all D&R and other reintegration processes to prevent confusing the recovered isolated
personnel or damaging their mental health.
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(b) Aninherent, and critical part of the reintegration process are the decompression
protocols. The long-term successful reintegration of recovered isolated personnel into military
and social/civil environments is directly affected by proper decompression. Protocols have
been established to maximize the benefit of decompression and, at the very least under “normal”
conditions, require a minimum of 72 hours to be effective. Deviating from established protocols
can have a severe impact and, under certain circumstances, create permanent psychological
trauma to the recovered isolated personnel. From past detention incidents, this trauma has
manifested itself in recovered isolated personnel separating themselves from military Service,
having dysfunctional family relationships, and, in severe cases, committing suicide.

(c) Phase II is where reintegration with family members may begin initially with
contact by telephone. Rarely is there any benefit for family members to travel to Phase 11
locations. In fact, until decompression/debriefing is complete, the primary concern of recovered
isolated personnel is the objective assessment of how they conducted themselves while isolated
— they have a need to know the answer to “did I conduct myself well and with honor?”

(d) The D&R team chief determines the completion of Phase Il and recommends
the disposition of the recovered isolated personnel to the respective component commander or
CCDR. The decision is made to either return the recovered isolated personnel to their DOD
duties or transfer them into Phase III where the recovered isolated personnel will come under the
control of their respective Service in CONUS.

(3) Phase III. Phase III begins with the transition of the recovered isolated personnel
to a Service designated CONUS location. A designated personal escort, PA representative,
physician, chaplain, and SERE psychologist normally will accompany the recovered isolated
personnel. Phase III does not have a prescribed time limit and depends on coordinated needs of
the Service, SERE and intelligence debriefers, medical needs and the SERE psychologist.

b. Process Flexibility. Though conducted by phase, the critical tasks within each phase
are not necessarily conducted sequentially or on a rigid time schedule. Latitude and flexibility
remain with the component commander to accomplish D&R within the context of ongoing
military operations.

For more information on debriefing and reintegration see JP 3-50, Personnel Recovery.
4. Challenges During Debriefing and Reintegration

The greatest challenge during D&R is when well-intended actions are implemented without
understanding their full ramifications. These actions may impact the reintegration of recovered
isolated personnel into a healthy family, social, and professional life. The following are some of
the common ways that senior executives have negatively impacted the reintegration process
while trying to be helpful.

a. Overwhelming the Recovered Isolated Personnel with a Show of Support. Regardless
of how well they performed during isolation, all recovered isolated personnel are in a mild state
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of shock when they return and need time to regroup. Parades, bands, media events, ceremonies,
and celebrations have their place but not during the early stages of D&R. These types of activities
serve to increase the state of shock of recovered isolated personnel and usually end up
overwhelming them and complicating the reintegration process.

b. Awarding Medals too Early. Expediting medal processing is not recommended as it
takes time for recovered isolated personnel to work through the intensity of their emotional
reactions to the isolating event. Medals that are given while recovered isolated personnel are
still struggling with intense emotional reactions complicates the D&R process and in many
cases isolates/alienates recovered isolated personnel from unit members.

c. White House and Command Presentations/Visits. Attempts to honor recovered
isolated personnel with high level visits serve necessary political purposes but are not in the best
interest of the recovered isolated personnel if conducted during the early stages of D&R.
Recovered isolated personnel will remember these events as positive if they are conducted at the
proper time and IAW the wishes of the recovered isolated personnel. Brief telephone calls may
be appropriate during early stages if coordinated with the D&R team.

d. Transporting Families to Phase I and Phase II Locations. Families are an essential
part of reintegration. Introducing families too early not only complicates the reintegration process
but it is harmful to long-term family relationships. Recovered isolated personnel try to protect
families from the horrors of their ordeal while family members tend to overwhelm recovered
isolated personnel and do not allow them time to decompress. Recovered isolated personnel
should be allowed to make telephone contact with families during the early stages of the
reintegration process. Family reunions are more appropriate when the D&R process is nearing
completion or when recovered isolated personnel return to CONUS.

5. Follow-Up

SERE psychologists should follow-up with recovered isolated personnel, as needed, for at
least one year. All POWs are eligible for follow-up medical and psychological services at the
Robert Mitchell Center for Repatriated POW Studies. Intelligence organizations may require
follow-up contact with recovered isolated personnel to pursue additional intelligence requirements,
particularly to support investigations of unresolved POW and/or missing in action incidents.

6. Specific Operational Medical Duties

Medical personnel play a key role in the successful debriefing and reintegration of returned
isolated personnel. The SERE psychologists duties are well defined, require specialized training,
and are described in detail in other DODI 2310.4, Repatriation of Prisoners of War (POW),
Hostages, Peacetime Government Detainees and Other Missing or Isolated Personnel, JP 3-50,
Personnel Recovery, and in specific theater plans. This section describes some of the medical
responsibilities during D&R operations.
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a. Medical Triage and Evaluation. Many recovered isolated personnel have been through
physically traumatic experiences such as plane crashes, or armed conflict and require immediate
hands-on medical triage/evaluation and treatment for life threatening injuries/conditions. Often,
in the excitement of recovering an isolated person medics will look at the returnee and if there
are no obvious injuries they will ask, “Are you okay?”, however, a hands-on medical evaluation
is necessary to prevent missing serious medical conditions that may go undetected in a returnee
suffering from shock.

b. Medical Evacuation. Isolated personnel are often evacuated through established
MEDEVAC systems. It is essential that individuals who are isolated together remain together
throughout the D&R process, this includes MEDEVAC transportation if possible. It is essential
that all recovered isolated personnel are initially MEDEVAC to the same facility. Nonessential
personnel should not be allowed on any MEDEVAC transportation. If nonessential personnel
must be on the same transportation they should not have any interaction with returnees. At times
debriefers and SERE psychologists will travel with the returnees, these individuals should be
considered essential personnel.

c. Return to Duty Recommendation. Not all recovered isolated personnel will require
Phase IT and III. Often definitive medical care will take place at the forward location. The lead
medical person is responsible to consult with the operational debriefing and reintegration team
chief and the SERE psychologist in making return to duty recommendations.
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APPENDIX K
HEALTH SERVICE SUPPORT PLANNING CHECKLISTS

SECTIONA. HEALTH SERVICE SUPPORT CHECKLIST FOR
CIVIL SUPPORT OPERATIONS

1. General Mission Analysis Considerations
a What type of operation isbeing considered?

(1) Isthejoint operation acivil support mission? If itisacivil support operation, is
the misson DSCA?

(@ Isthe DSCA mission for disaster response non-CBRN, or domestic CBRN
CM?

(b) Isthe DSCA mission military assistance to civil law enforcement agencies
for counter drugs, nationa specia security event, combating terrorism or maritime security
operations?

(2) Will the supported population for the operation comprise of federal agency
employees, government contractors, nongovernmental organization personnel (American Red
Cross workersivolunteers), and/or civilian personnel (victims and rescuers)?

(3) Will HSSunits provide HSS only to military personnel deployed in support of the
operation or will care be provided to the civilian population?

(4) Hasadetermination regarding eligibility for care for nonmilitary personnel been
established?

b. What agenciesareinvolved in the operation?
(1) What agency hasthe primary responsbility for the operation?
(2) Will the military chain of command be organized asa JTF?
(3) What isthe HSS capahility of participating agencies?

(4) Will civilian or interagency HSS facilities be utilized (clinics, hedlth centers, or
hospitals)?

(8 What capabilities do they possess?
(b) Will they require augmentation by military medica personnel?
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() Can HSS resources be shared?
c. How isthe operation being funded?
(1) What agency has primary responsibility for funding the operation?
(2) Arethereredtrictions on the use of certain funds?
(3) What record keeping is required to ensure reimbursement?
(4) What military fundswill be utilized to sustain HSS?

d. How will the credentialing and scope of practice for medical professonals be
managed?

(1) How will military hedlth care professionas that augment civilian MTFs in the
JOA be credentialed? And, will there be limitsto their scope of practice?

(2) Will nonmilitary health care professionas be authorized to assist or augment JTF
MTFsinthe JOA?

(& If yes, how will they be credentialed?
(b) Will there be limitsto their scope of practice?
e. What istheterrorist threat in the JOA?
2. Preventive Medicine Considerations
a What isthe medical threat within the JOA?
(1) What are the endemic or epidemic disease threats?
(2) Arethere hazardous floraand faunain the JOA?
(3) What are the environmental and occupationa health threats?
(4) Isthereathreat from the potential use of CBRN warfare agents?

b. Will there be clinical and environmental laboratory support for the diagnoss of
diseases?

(1) What laboratory capabilities will medical units deployed during the operation
pOossess?
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(2) If laboratory capability is not sufficient in the JOA, where will this support be
obtained?

(3) Are civilian laboratories available in the JOA to process laboratory specimens
required to diagnoss disease?

c. Will laboratory support provide for the ID and confirmation of biological and
chemical warfare agents and support selected biomonitoring requirements?

(1) WIill there be alaboratory in the JOA with the capability and certification to test
and provide field confirmation of suspected biological and chemical agents?

(2) If thiscapability isnot available in the JOA, how will this support be obtained?

(3) How will the chain of custody be maintained for these biological and chemical
Specimens?

(4) Will laboratory support be available in the JOA to support any in-theater
biomonitoring requirements for the documentation of selected exposures to chemical warfare
agents or environmental agents?

d. Will thereberequirementsfor pest management operationsin the JOA?

e. Will thelead federal agency requiremilitary augmentation for food, water, air, and
gener al sanitation inspectionsin the JOA?

3. Health Service Support Facilities and Hospitalization Consider ations
a What MTFsand HSSresources are planned for the JOA?

(1) What isthetota number of medica and surgica bedsand ancillary support services
required for the mission?

(2) Will organic dental resources be deployed?

(3) Wherewill dental resources be located?

(4) Where will pharmacy resources be located?
b. How will MTFsand HSS resour ces document the fur nished medical/dental care?
c. What HSSresourcesarealready in the JOA? And what aretheir capabilities?

(1) What arethetotal number of military, VA, and NDMS MTFsin the JOA?
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(& What istheir medica and surgical bed holding capabilities?

(b) What isthe scope of their ancillary service support capability?

(©) What aretheir bed surge capabilities at designated intervals?

(d) Will these MTFs require medical augmentation for the operation/scenario?
(2) What are the names and locations of supporting NDMS FCCsin the JOA?

(3) What are the total numbers and capabilities of non-NDMS participating civilian
medical treatment facilitiesin the JOA?

(4) What isthe throughput capacity for the patient reception areasin the JOA?
(5) Will patients require further evacuation for definitive treatment?

d. During disaster relief operations, what mental health support will be availablefor
victims, caregivers, and rescuers?

(1) Will the JTF be required to provide mental health support to other agencies and
individua s supporting the operation?

(2) Will civilianmental health organizationsbe availableto provide support tovictims,
caregivers, and rescuers?

e. Will interpreters be available as required, to trandate patient complaints to
attending medical personnel?

f. What mental health intervention support will beavailableshould aterrorist incident
occur ?

4. Medical Regulating and Evacuation Consider ations
a What infrastructureisavailablefor patient evacuation?

b. What capabilitiesexist within the JOA’spatient reception areastoinclude: airfields/
landing Sites, air/local ground transportation assets, and patient staging areas?

¢. Will numbersof casualtiesor theevent requireformal activation of NDM Swithin/
outsidethe JOA?

d. How will patients beregulated within and if necessary, outsde the JOA?
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(1) Will casudlties go to the same treatment facility or will they be dispersed among
variousfacilitiesin the JOA?

(2) Who will perform the medical regulating function?
e. Who will beresponsiblefor MEDEVAC support?
f. How will MEDEVAC support berequested?

(2) Will communications interoperability and capability issues exist between the
evacuation platforms and the medica regulating authority?

(2) How will the supporting MEDEVAC unit be contacted?
(3) What type of MEDEVAC request format will be required?

(4) Will medical regulating support be required at the staging areas? And if so, will
GPMRC provide augmentation support?

g. How will PMIsbe handled?
h. Will aPMI center be established?

i. WillaPMI pool beestablished tofacilitatetheimmediate exchangeand resupply of
PMIs?

J. WIill a process be established at strategic PM hubs to recover PMIs and return
them tothe PM1 pool?

k. WhenaPM | isrecovered, will atechnical ingpection and maintenancebeperformed
onall PMIsprior tother returntothePMI pool toensurethey areinissue-ready condition?

[. Will a procedure be established that will facilitate the incluson of PMI exchange
requestswith the MEDEVAC requests so that the correct PM 1 can be replaced when the
patient istransferred through the MEDEVAC system?

5. Health Service Logistics Considerations

a What isthesourceof CL VIII materiel?

(1) Will CL VI be obtained through conventional military channels?
(2) Will CL VI resupply be obtained through military channels?

(3) What isthe funding source for use of military CL VIII materiel?
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(4) Will they be provided by other federa agencies?

(5) Will donated medical items be used in disaster relief operations?

(6) If donated items are to be used, what agency will be responsible for receiving,
storing, repackaging, and distributing theseitems? Will thisbe accomplished by another federa
agency? Or, will the JTF be responsible for this mission?

b. Will blood and blood products be required by the mission?
(1) How will blood support be requested?
(2) Whowill have primary responsibility for providing blood support to the operation?

(3) If the JTF istasked/authorized to provide blood productsto the operation, will the
Red Cross be responsible for blood product distribution in the JOA?

c. Hasthe CCDR designated atheater LA for medical materiel for the operation?
d. How will medical equipment maintenance and repair be accomplished?
(1) What HSS capability can be organized to provide this support?
(2) Where will units providing this support be located?
(3) Isthissupport available within the JOA?
(4) Can this support be contracted?
6. Veterinary Service Considerations

a Will MWDs, other gover nment-owned animals, or civilian wor k dogsbeused during
the operation?

(1) What isthe MWD population to be supported?
(2) Will augmentation of veterinary medicine personnel berequired for the operation?

(3) Will veterinary medicine personnel be required to provide care and treatment of
other government-owned animas, and civilian work dogs such as search and rescue dogs?

b. Wherewill supporting veterinary medicine facilities be located?

c. How will animalsrequiring evacuation be managed?
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(1) Will transportation assets (ground/air) be designated for animal evacuations?
(2) Will dog handlers accompany MWDs during evacuations?
(3) If handlersare unableto accompany animdss, can they be sedated before evacuation?

d. What are the zoonotic disease threatsto MWDs and gover nment-owned animals
in the JOA?

e. What are the immunization requirements for MWDs and gover nment-owned
animalsdeploying in the JOA?

f. Will therebe arequirement for animal control assstance (straysand ill)?

g. Will therebearequirement for food processing and distribution site assistance?
7. Medical Communications Consider ations

a What isthe medical communications system and intelligence plan in the JOA?

b. Can the medical C2 e ements communicate with all critical parties?

SECTION B. HEALTH SERVICE SUPPORT CHECKLIST FOR
STABILITY OPERATIONS

8. General Mission Analysis Considerations
a What type of operation isbeing considered?

(1) Isit anoncombatant evacuation operation (NEO), disaster relief, FHA or peace
operations?

(@ If NEOisanticipated, hasacontact list to include phone numbers of embassy
health officials been established?

(b) IsNEO permissive or non-permissive, and how best can it be supported?

() What are the numbers and demographics of honcombatants and how many
are known to require medical care? Arethere high-risk individuas?

(d) What isthe physical location of the noncombatants and is there a published
plan addressing their collection prior to evacuation?

(e) Arethereany civilian casualty projections for the NEO?

K-7



Appendix K

() WhatistheMEDEVAC policy for NEO casudties?
(9) What nations are available to provide support for an evacuation?
(h) What will be done with pets brought to evacuation control points?

(i) Has the DOS authorized pets to accompany NEO evacuees? And, will the
FDA or other agency prohibit any animals from entry into the US? Can pets be evacuated to
another country that hasaUS military instalation?

() Ifitisadisaster relief, humanitarian ass stance or peace enforcement operation,
will action be unilateral or multinationa? What are potential countries? And, what type of HSS
will they provide?

(k) If missonisadisaster relief, HA, or peace enforcement operation, what type
of military forces may be used to resolve the crisis or conflict, and how might they best be
supported medically?

() IfitisaNEO, disaster relief, HA, or peace enforcement operation, what other
resources are available (CA, ICRC, interagency community, etc.) to share additional medical
information about the threet, crisis, conflict, or region?

(2) Will the supported population for the operation comprise of federal agency
employees, government contractors, nongovernmenta and international organization personnel
(American Red Crossworkers/volunteers, United StatesAgency for International Devel opment
[USAID] workers), alied forces, and/or civilian personne (foreign nationas, victims and
rescuers)?

(3) Will JTFHSS units provide medical care only to personnel deployed in support of
the operation or will care be provided to the civilian population?

(4) Hasadetermination regarding eligibility for careand PM for nonmilitary or dlied
forces personnel been established?

(5) Arethere specific culturd, religious, or social considerations, which may impact
HSS?

b. How isthe operation being funded?
(1) Arethereredtrictions on the use of certain funds?
(2) What record keeping is required to ensure reimbursement?

¢. What agenciesareinvolved in the operation?
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(1) What agency hastheprimary responsbility for theoperation?
(2) Will the military chain of command be organized asa JTF?
(3) Will SOF operate in the JOA during the operation?

(4) What isthe HSS capahility of participating agencies?

(5) Will civilian or interagency HSS facilities be utilized (clinics, hedth centers, or
hospitals)?

(@ What capabilities do they possess?
(b) Will they require augmentation by military medical personnel?
() Can HSS resources be shared?
(d) How will medica credentials and reimbursements be managed?
d. What istheterrorist threat in the JOA?
e. How will MTF and HSS resour ces document the furnished medical care?
9. Preventive Medicine Considerations
a What isthemedical threat within the JOA?
(1) What are the endemic or epidemic disease threats?
(2) Arethere hazardous floraand faunain the JOA?
(3) What are the environmental and occupationa health threats?

(4) Isthere apotentid hedlth threat from the CBRN warfare agents? (Obtain threat
data from operational threat assessment.)

(5) If the operation is alied or MNF based, do dl allied or MNF member’s hedlth
screening process meet the multinational task force requirements?

(6) Areimmunizations, chemoprophylaxis, or antidotesavailableto counter thedisease
threat?

b. Wherewill troops be billeted?

K-9



Appendix K

(1) Will troopsbehilleted inmilitary facilities, housed in makeshift facilitiesorinafield
environment?

(2) Have site surveys been conducted for areas to be occupied by JTF forces?
(3) If agtesurvey was conducted, were any areas determined to be hazardous dueto
sawage overflow, vector borne, or other arthropod infestation, or soil contaminated by toxic

industrial material? And, can adverse environmental conditions at the site be corrected?

(4) Will there be requirements for pest management operations where troops will be
billeted?

(& Will aeria spray missions be required?

(b) Will rodent control operations be required?
(5) What sources of water are available to JTF personnd?

(& What water sources are to be used during the operation?

(b) What established water systems are within the JOA?

(c) Arestreams, lakes, ponds, reservoirs, or other natural sources available?

(d) If water isavailable, will the water require treatment prior to consumption?
(6) What personal protective equipment and supplies are required for the operation?
(7) Have JTF personnel received personal protective measures training?

(8) Will JTF personnd require acclimationto the environment within JOA? And, will
work/rest cycles be required to assist with acclimation to the JOA?

(9) What are the deployment health surveillance requirements and for whom are they
indicated?

(10) Havetherequired deployment health surveillance programs been established for
pre-, during-, and post-operations?

c. Will therebelaboratory support for the diagnosis of diseases?

(1) What laboratory capabilities will medical units deployed during the operation
pOossess?

() Iflaboratory capahility isnot sufficientinthe JOA, wherewill thissupport beobtained?
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(3) Are civilian laboratories available in the JOA to process laboratory specimens
required to diagnoss disease?

d. Will laboratory support provide for the ID and confirmation of biological and
chemical warfare agents and support selected biomonitoring requirements?

(1) Will there be alaboratory in the JOA with the capability and certification to test
and provide field confirmation of suspected biological and chemical agents?

(2) Will laboratory support be available in the JOA to support any in-theater
biomonitoring requirements for the documentation of selected exposures to chemical warfare
agents or environmental agents?

(3) If thiscapability isnot availablein the JOA, how will thissupport be obtained and
documented in the individuals medical record?

(4) How will the chain of custody be maintained for these biological and chemica
specimens?

e. How will medical waste be collected and disposed?
f. How will wastewater be managed and disposed?
0. Arerefugee and displaced civiliansanticipated?

(1) Aresufficient sanitation facilities planned and available to support refugees and
supported civilian populations?

(2) Are aufficient preventive medicine resources planned and available to support
refugees and displaced civilians?

(3) How will coordination with international organizationsbehandled (e.g., UN High
Commissioner for Refugees, International Organization for Migration)?

(4) Hascoordination with CA personnel been established?
(5) How will unaccompanied minors be managed?

(6) If achild requiresevacuation, will the child’s parent and/or other family members
be alowed to travel with the child?
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10. Health Service Support Facilitiesand Hospitalization Consider ations
a What medical treatment facilitiesand HSSresour ceswill bein thetheater/JOA?

(1) What isthetota number of medica and surgica bedsand ancillary support services
required for the mission?

(2) Will organic denta resources be deployed?
(3) Wherewill dental resources be located?

(4) How will dental patientsbe evacuated for emergency and essential comprehensive
trestment?

(5) What dental conditionswill necessitatethe evacuation of patientsfromthetheater?
(6) Will apreventive dentistry program beimplemented for JTF forcesin the theater?
(7) What isthe plan for providing prescription refills of maintenance?

b. What HSSresourcesare already in the JOA? And what istheir capability?
(1) Whatisthetota number of medical and surgica bedsand ancillary support services?

(2) Will additional HSS facilities be phased into the JOA as the operation progresses
and the theater matures?

(3) Will patients require further evacuation for definitive treatment?

(4) What are the capabilities of HN and friendly neighboring nations HSS facilities?
And can they be utilized as a shared resource?

(5) Areorganic denta resources deployed with the HSS resource?

c. Will non-US physicians and nonmilitary physicians be per mitted to treat patients
in aUS medical treatment facility in the JOA?

d. If non-USphysiciansand nonmilitary physiciansare per mitted totreat patientsin
aUS medical treatment facility, who will provide credentialing?

e. Hasaformulary been established for prescription drugs?

(1) Doesit include medications for diseases endemic to the operations area?
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(2) Doestheformulary include medicationsthat may berequiredfor HA and disaster reief
operations?

(3) Doestheformulary indudemedicationsinformsusablefor infantsand children?

(4) Have off-the-shelf options for medications for HA been consdered (e.g.,, WHO
emergency hedth kits)?

f. During disaster relief operations, what mental health support will be available for
victims, caregivers, and rescuers?

(1) Will the JTF be required to provide mental health support to other agencies and
individua s supporting the operation?

(2) Will civilian and/or NGO mental health be availableto provide support to victims,
caregivers, and rescuers?

g. Will interpreters be available as required, to trandate patient complaints to
attending medical personnel?

h. What mental health intervention support will beavailableshould aterroristincident
occur ?

i. What JTF HSSfacilitieswill be designated for the care of detainees?
11. Medical Regulating and Evacuation Considerations

a What isthetheater PM policy?

b. What infrastructureisavailablefor patient evacuation?

c. What airfidldsareavailablefor intratheater and intertheater AE?

d. How will patients beregulated?

(1) Will casudlties go to the same treatment facility or will they be dispersed among
variousfacilitiesin the JOA?

(2) Who will perform the medical regulating function?
e. Who will beresponsiblefor MEDEVAC support?

f. How will MEDEVAC support berequested?
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(1) Will communicationsinteroperability and capability issuesexist betweentheevacuation
platformsandthemedica regulating authority?

(2) How will the supporting MEDEVAC unit be contacted?
(3) What typeof MEDEVAC request format will berequired?
g. Will an AELT and AEC be activated for the operation?
h. Will aJPMRC be activated for the operation?
(1) How will PMIsbe handled?
(2) Will aPMI center be established?

(3) Will aPMI pool be established to facilitate the immediate exchange and resupply
of PMI?

(4) Will a process be established at strategic PM hubs to recover PMIs and return
them to the PMI pool ?

(5) WhenPMIsarerecovered, will atechnical ingpection and maintenance be performed
on all PMIs prior to their return to the PMI pool to ensure they are in issue-ready condition?

(6) Will aprocedure be established that will facilitate the inclusion of PMI exchange
requests with the MEDEVA C requests so that the correct PM1 can be replaced when the patient
istransferred through the MEDEVAC system?

i. Will aMASF be established for staging patientsawaiting MEDEVAC aircraft?

(1) Once patients have arrived at the MASF, how long can they be held?

(2) If apatient’s flight is cancelled, who will pick up the patients and sustain them
until the next scheduled flight?

(3) If apatientison medica equipment, will there bean exchange of medica equipment
or the equipment remain with the patient?

(4) What HSS capability will beestablished at the APOD or airfield to receiveincoming
patients and prepare them for further evacuation to the next echelon of care?

(5) If patientsaretobemovedtoaCRTS, areAE personnel qualified for deck landing?
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J. Arehigh capacity air ambulanceoper ationsanticipated for MEDEVACS?

(1) What will be the requirements for commencing these operations?

(2) Will USAF CCAT Tsbeemployed?

12. Health Service Logistics Considerations
a What isthesourceof CL VIII materiel?

(1) Will CL VI be obtained through conventional military channels?

(2) Will CL VI resupply be obtained through military channels?

(3) What isthe funding source for use of military CL VIII materiel?

(4) Will they be provided by other federa agencies?

(5) Will donated medical items be used in disaster relief and HA operations?

(6) If donated items are to be used, what agency will be responsible for receiving,
storing, repackaging, and distributing theseitems? Will thisbe accomplished by another federa
agency or NGO? Or will the JTF be responsible for this mission?

b. Will blood and blood products be required by the mission?

c. Hasthe CCDR designated atheater LA for medical materiel for the operation?

d. Will HSS logistics forward distribution teams (FDTs) be consdered for SPOD,
APOD, forward oper ating bases, inter mediate staging bases, and forwar d staging bases?

e. How will medical equipment maintenance and repair be accomplished?
(1) What HSS capability can be organized to provide this support?
(2) Where will units providing this support be located?
(3) Isthissupport available within the JOA?
(4) Canthissupport be contracted?
13. Veterinary Service Considerations

a. Will MWDs, other gover nment-owned animals, or civilian wor k dogsbeused during
the operation?
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(1) WhatistheMWD population to be supported?
(2) Will augmentation of veterinary medicine personnel berequired for the operation?

(3) Will veterinary medicine personnel berequired to provide care and treatment of other
government-owned animals, and civilianwork dogs such assearch and rescue dogs?

(4) Will veterinary medicine personnel be required to provide care and humanitarian
treatment for animals owned by the loca populace?

b. Will veterinary medicine per sonnel berequired to provide careand humanitarian
treatment for animals owned by the local populace?

c. Will animal husbandry programs be established and/or supported during the
operation?

d. How will animalsrequiring evacuation be managed?
(1) Will trangportation assets (ground/air) be designated for animal evacuations?
(2) Will dog handlers accompany MWDs during evacuations?
(3) If handlersareunableto accompany animals, can they be sedated before evacuation?

e. What arethezoonotic diseasethreatsto MWD and gover nment-owned animalsin
the JOA?

(1) Will zoonotic disease surveillance be conducted?

(2) Will epidemiological investigationsbe conducted when outbresksof transmissible
diseases occur?

(3) What coordination is required with the HN and/or national contingents?

f. What are the immunization requirements for MWDs and gover nment-owned
animalsdeploying in the JOA?

g. Will therebearequirement for food processing and distribution site assistance?
h. How will rations oper ations be conducted?

(1) Will food be procured from local sources?

K-16 JP 4-02



Health Service Support Planning Checklists

(2) Will personnd subsist onmed sready to eat or will other typesof rationsbeavailable?

(3) Istherearequirement toinspect food for wholesomenessand qudity and food sources
for hygieneand safety?

14. Medical Communications Consider ations
a What isthe medical communications system and intelligence plan?
b. Can the medical C2 e ements communicate with all critical parties?
15. Medical Civil-Military Operations
a General Planning Considerations
(1) Will medica personnel conduct or support CMO?
(2) What isthe political-military desired end-state?

(3) How will MCMO support thecommander’sintent and thedesired political-military
end-state?

(4) Who hasthe CJTF designated asthelead for MCMO? CA? JTF surgeon? How
will CA and JTFS efforts be coordinated?

(5) What medical resources does CA have?
(6) DoesMCMO interfere with the traditional HSS mission?

(7) Hasthe CJITF been advised of the capabiilities/limitationsand mgjor issuesinvolved
inthe medicd civil-military support operation?

(8) How will the JTF best support the HN if HN does not have a clear long-term
Strategy?

(9) What other USG agencies are involved? Who is “supported” and who is
“supporting”?

(10) What multinational agencies are active in the JOA?
(11) What NGOsand IGOs are active in the JOA?

(12) What istherole of other USG and multinational agencies? Are projects better
performed by one of these agencies?

K-17



Appendix K

(13) Havedl restraintsand condraintsunder Title 10 and rd ated DODDsand DODIsbeen
fulfilled?

(14) Hastheindependencelimpartiaity/neutrdity of the NGO/IGO community been
acknowledged/respected to alow for the mutual exchange of information?

b. How will MCM O/activities be coor dinated?
(1) Haveliaisonswith CA personnel been established?

(2) Has a CMOC been established? And, has a medical LNO to the CMOC been
appointed?

(3) What other civil-military coordination mechanisms are present (UN'’s on-site
operations coordination center, humanitarian operations center etc.)? And, do they have medical
working groups?

(4) Have projects been coordinated with information operations and the media?
(5) Hascoordinationwith civil engineersbeen cons dered for water/sanitation projects?

(6) Haveexigting projectsof other agenciesbeen taken into account, to avoid duplication
of effort?

(7) Have HA, HCA, HAP-EP, and HA (other) missions been coordinated with DOS
and HN?

c. Are CJTF resources adequate to conduct MCMO?

(1) Doesthe medical force have the right training/resources/personnel/equipment to
conduct MCMO (e.g., training in CMO, information operations, civil-military/interagency
relations, HA, traditiona medicine, cultural issues, language skills and appropriate medical
subspecidties [public health, pediatrics, tropica medicine, geriatrics])?

(2) Domedica personnd havetraining or experiencein CM O (language/culturd skills,
civil-military/interagency/humanitarian training or experience)? And, does the JTF have the
appropriate personnel to conduct MCMO (public health, pediatrics, adequate number of femae
providers, etc.)?

(3) Will other MNF nations conduct or support medical civil-military support
operations?

(4) Do projects detract from the MNF's mission of providing security for other
humanitarian actors to work (“humanitarian space’)?

K-18 JP 4-02



Health Service Support Planning Checklists

(5 What equipment will berequiredfor themisson (vehides, radios, specidized equipment
for public health, and equipment for pediatricand geriatriccare)?

(6) Whowill providesecurity?

(7) Who will provide trandation and interpretation support?

(8) If the decision is made to emphasi ze capacity-building projects for the HN, have
off-the-shelf coursesfor thispurpose been consdered (Defense Institutefor Medical Operations,
Defense Medicd Training Institute, etc.)?

(9) Haveloca resources been used to the maximum extent possible?

(10) What funding sources will be used? Title 10 HCA, HA, HAP-EP? Oversess
humanitarian disaster and civicaid? Centrd Emergency Revolving Fund (UN) (CERF)? Or other
funding source?

(11) What are the restraints/constraints of each funding source?

d. Hasa needs assessment preceded MCMO?
(1) What other assessment and surveys by other agencies have been accomplished?
(2) Hasthe HN beeninvolved in the assessment process?

e. Will there be an equal exchange of information with agencieNGOs and | GOs?

(1) Will the JTF share information that does not compromise force protection, but
may be useful to civilian agencies?

(2) Have efforts been made to avoid unnecessarily classifying information that may
be useful to partner agencies and nations? And, has this been discussed with the JTF J-2?

f. Have HN issues been adequately consdered?
(1) Will the HN be considered the lead? And, the JTF the supporting element?
(2) Will projects enhance the legitimacy of the HN?
(3) Will projects boost the population’s confidence in the HN?

g. How will projectsbe selected?

(1) Will projects emphasize capacity building (developing medical societies, training
public health personndl, etc.)?
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(2) Havelocd culturd andreligiousissuesbeen consdered (incdluding traditiona medicine,
femdeprovidersfor femaepaients, etc.)?

(3) How will MCMO projectsbetracked?

(4) Howwill locationsof projectsbelisted and sandardized?Map grid references? Street
addresses?

h. What standard of carewill apply if medical careisddivered tocivilians? TheHN?
International consensus standards? Hasthe HN been involved in this decision?

i. What measures of effectivenesswill be used?
. Haveall potential negative effects of MCM O been considered?
(1) How will pardlel medical systems be avoided?
(2) How will dependency be avoided?
(3) How will duplication of effort be avoided?
(4) What long-term impact will the projects have?

(5) Whatisthe potential economicimpact of medica civil-military support operations/
activities (i.e,, direct food aid may cause market prices to drop and discourage agriculture)?

(6) Do projectsraise unredistic expectationsin the HN population?
(7) Doesthe activity distort the distinction between civilian and military agencies?
(8) Will projects be sustainable by the HN, UN, or other agencies?

(9) Who will provide follow-up and continuity of careif direct patient care activities
are rendered?

(10) What isthe plan to transition responsibility for public health and other medical
projects back to the HN or other gppropriate authority (UN, multinational JTF, etc.)?

SECTION C. HEALTH SERVICE SUPPORT CHECKLIST FOR
MULTINATIONAL OPERATIONS

16. General Mission Analysis Considerations

a What typeof operationisbeing consder ed?

K-20 JP 4-02



Health Service Support Planning Checklists

(1) Ifitisstability operations, isit disaster relief, FHA, or peace operations?

(@ Ifitisadisaster relief, FHA, or peace operations, will action be unilateral or
multinationa ?What are potentid countries?And, what typeof HSSwill they provide?

(b) If missonisadisaster relief, FHA, or peaceoperation, what typeof military forces
may beused to resolvethecrigsor conflict, and how might they best be supported medically?

(o) Ifitisdisaster relief, FHA, or peace operation, what other resourcesareavailable
(civil affairs, interagency community, ICRC, etc.) to collect additional medical information about
the threet, crisis, conflict, or region?

(d) Will the supported population for the operation be comprised of federal agency
employees, government contractors, nongovernmenta and international organization personnel
(American Red Cross workers/volunteers, USAID workers), allied forces, and/or civilian
personnd (foreign nationals, victims and rescuers)?

(&) Will JTFHSSunitsprovidemedica careonly to personne deployedin support
of the operation or will care be provided to the civilian population?

(f) Hasadetermination regarding eligibility for care and PM for nonmilitary or
allied forces personne been established?

(g9) How istheoperation being funded? Arethererestrictionsontheuseof certain
funds? What record keeping is required to ensure reimbursement?

(h) What agenciesareinvolvedintheoperation? And, what isthe HSS capability?
() What agency hasthe primary responsibility for the operation?

() Will the military chain of command be organized asa JTF?

(k) Will SOF operate in the JOA during the operation?

(I) Will civilian or interagency HSS facilities be utilized (clinics, health centers,
or hospitals)?

1. What capabilities do they possess?
2. Will they require augmentation by military medica personnel?
3. Can HSS resources be shared?

(m) Aretherespecificculturd, religious, or socid cond derations, which may impact
HSSduring stability operations?
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(2) Aremgor operations being considered as part of an MNF?
(@ Will combat operationsbe conducted under the sponsorship of the UN?
(b) Will the US serve asthe lead nation of the MNF?
(©) What isthe size and composition of the US force?

(d) How many other nationswill participate? And, what istheszeof eachnation’s
contingent?

(e) What isthe C2 structure of the MNF? Will there be a multinational medical
staff to plan for multinational-based HSS operations?

(f) What are the HSS capabilities of the MNF? What medical personnel, units,
and equipment will other nations of the MNF possess?

(g) Who has been designated to provide HSS to the MNF? Will each nation
provideall aspect of HSSfor their forces? What support will each nation require from the JTF?

(h) Will amultinational medical unit or asingle nation be designated to provide
HSSfor dl nationsin the MNF?

(i) WIll HSStasksresponghilitiesbedigtributed toindividud multinetiond nations(eg.,
MEDEVAC giventonationA, blood givento nation B, ground transportetion to nation C)?

() Will each nation provide HSS L NOsto participating nations surgeon’soffices?

(k) Will US forces be treated by multinational HSS? What are the education,
training and experiencelevel of multinational health care professionals? How will providersbe
credentialed? Who has credentialing authority?

() Will members of the MNF be €ligible for care a US MTFs within the
multinational operations area?

1. If members of the MNF are treated at US facilities, will there be a
mechanism in place to return them to their parent nation for continued medical care? How will
medical information be exchanged? How will it be safeguarded? How will copiesof radiographs,
ultrasounds, etc., be managed and exchanged?

2. Will therebeacosts associated with MNF personnel that aretreated at US
facilities? Or USpersonne treated at MNFfacilities? How will reimbursementsbe managed?
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(m) If thereareonly USfacilitieswithinthe MNFAOR, who will evacuate MNF
patients to their homeland? What coordination will be required to return aMNF patient to his
nation’s facilities?

(n) Whowill ensurecommuni cationseguipment competibility, Sandardization of radio
frequendes reportsformats, trestment protocols and requirementsfor equipment with alied multinationa
HSSunits?

(o) Hasastandardized operationa and medical terminology reference guide been
established to facilitate the synchronization of HSS efforts, and minimize misinterpretation with
allied multinational HSS units?

(p) Will participating nationsof the MNF comply with the provision of the Geneva
Conventions?

() Aretherespecificculturd, rdigious, or socid condderations, which may impact
HSS during mgor operations?

b. How will EPWs, detained personnel, and HN civilian care be managed?
(1) How will locd nationals be transferred from JTF MTFsto HN facilities?

(2) What will be the disposition of EPWs that require more care than the MNF can
provide?

(3) How will EPWswho areready to bereleased from medical care be dispositioned?
(4) How will deceased HN civilians and EPWs be managed?

c. Whatistheterrorist threat intheJOA?

17. Preventive Medicine Considerations

a What isthemedical threat within the JOA?
(1) What are the endemic or epidemic disease threats?
(2) Aredisease outbreaks seasonally related?
(3) Arethere hazardous floraand faunain the JOA?
(4) What are the environmental and occupationa hedlth threats?

(5) What are the arthropod borne, food borne, and water borne disease threat?
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(6) Isthereathreat fromthepotential useof CBRN warfareagents?

(7) Dodl dliedor MNF member’shealth screening processmeet themultinational task
forcereguirements?

(8) Haveany of the participating nations conducted previous operationsin the proposed
AOR and documented the medical threat?

(9) Areimmunizations or chemoprophylaxis available to counter the disease threat?
And, have participating nations of the MNF been immunized and/or provided chemoprophylaxis?
Also, do members of the MNF plan to immunize their personnel to US standards?

(20) How will information regarding health and environmenta threatsbe shared among
multinational partners, US and multinational agencies, NGOs and 1GOs?

b. Wherewill troops be billeted?

(1) Will US and multinational troops be billeted in military facilities, housed in
makeshift facilities or in afield environment?

(2) Will US troops be housed with members of the MNF?

(3) Have site surveys been conducted for areas to be occupied by MNFs?

(4) If agtesurvey was conducted, were any areas determined to be hazardous due to
sawage overflow, vector borne or other arthropod infestation, or soil contaminated by toxic

industrial material? And, can adverse environmental conditions at the site be corrected?

(5) Will there be requirements for pest management operations where troops will be
billeted?

(& Will aeria spray missions be required?
(b) Will rodent control operations be required?
(6) What sources of water are available to multinational JTF personnel?
(& What water sources are to be used during the operation?
(b) What established water systems are within the JOA?
(c) Aresdtreams, lakes, ponds, reservoirs, or other natural sources available?

(d) If water isavailable, will the water require treatment prior to consumption?
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(7) What persond protective equipment and suppliesarerequired for theoperation?
(8) Havemultinationd JTF personne received persond protectivemeasurestraining?

(9 Will multinationd JTF personnd requireacdimationtotheenvironment withinthe JOA?
And, will work/rest cyclesberequiredto assst with acclimationtothe JOA?

(10) What preventive medicine support will US forces provide to other members of
the MNF?

(11) What are the deployment health surveillance requirementsin the MNF AOR?

(12) Havetherequired deployment health surveillance programs been established for
pre-, during-, and post-operations?

c. Will there belaboratory support for the diagnosis of diseases?

(1) What laboratory capabilities will medical units deployed during the operation
possess?

(2) If laboratory capability is not sufficient in the JOA, where will this support be
obtained?

(3) Are civilian laboratories available in the JOA to process laboratory specimens
required to diagnos's disease?

d. Will laboratory support provide for the ID and confirmation of biological and
chemical warfare agents and support selected biomonitoring requirements?

(1) Will there be alaboratory in the JOA with the capability to test and provide field
confirmation of suspected biological and chemica agents?

(2) Will laboratory support be available in the JOA to support any in-theater
biomonitoring requirements for the documentation of selected exposures to chemical warfare
agents or environmental agents?

(3) If thiscapability isnot availablein the JOA, how will this support be obtained?

(4) How will the chain of custody be maintained for these biological and chemical
specimens?

(5) Will the US and multinational JTF accept laboratory results from a non-US
laboratory?

e. How will medical waste be collected and disposed?
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f. Howwill wastewater disposal bemanaged?

g. Arerefugeesand displaced civiliansanticipated during stability oper ationsor major
combat operations?

(1) Are sufficient sanitation facilities planned and available to support displaced
civilians and refugees?

(2) Are aufficient preventive medicine resources planned and available to support
refugees and displaced civilians?

(3) How will coordination with international organizationsbehandled (e.g., UN High
Commissioner for Refugees, International Organization for Migration)?

(4) Hascoordination with CA personnel been established?
(5) How will unaccompanied minors be managed?

(6) If achild requiresevacuation, will the child’s parent and/or other family members
be alowed to travel with the child?

18. Health Service Support Facilities and Hospitalization Consider ations

a What medical treatment facilitiesand HSSresources are planned for thetheater/
JOA?

(1) What isthetota number of medica and surgica bedsand ancillary support services
required for the mission?

(2) Are interpreters available to trandate patient complaints to attending medical
personnel ?

b. What HSSresourcesare already in the JOA? And what istheir capability?
(1) Whatisthetotd number of medical and surgica bedsand ancillary support services?

(2) Will additional HSS facilities be phased into the JOA as the operation progresses
and the theater matures?

(3) Will patients require further evacuation for definitive treatment?

(4) What arethe capabilitiesof HN and friendly neighboring countriesHSSfacilities?
And can they be utilized as a shared resource?

(5) Areorganic denta resources deployed with the HSS resource?
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¢. What unitswill providedental servicefor theMNF?
(1) Will organicdentd resourcesbedeployed?
(2) Wherewill denta resourcesbelocated?
(3) Will each nation have field dental services deployed in the MNF AOR?
(4) Will one nation provide dental support to the MNF?

(5) Will apreventive dentistry program be implemented for US forces and/or MNFs
in the theater?

(6) What denta conditionswill necessitatethe evacuation of patientsfromthetheater?

(7) How will dental patientsbe evacuated for emergency and essential comprehensive
trestment?

d. What mental health support will be available for MNF operations?

(1) Will USforces be required to provide mental health support to members of the
MNF, other agencies and individual s supporting the operation?

(2) During stability operations (HA, disaster relief), will civilian and/or NGO mental
hedlth be available to provide support to victims, caregivers, and rescuers?

(3) What mentd hedthintervention support will beavailableshould aterrorist incident
occur?

e. What multinational JTFHSSfacilitieswill bedesignated for the careof detainees?

f. What notification procedures are required when a MNF member isadmitted to a
US medical treatment facility?

(1) Who notifies the member’s nationa contingent?
(2) How and when will the patient be transferred to their national contingent?

g. Will non-US physiciansand nonmilitary physicians be permitted to treat patients
in aUS medical treatment facility?

h. 1f non-US physiciansand nonmilitary physiciansare permitted totreat patientsin
aUS medical treatment facility, how will they provide credentialing?

i. Hasaformulary been established for prescription drugs?
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(1) Doesitincludemedicationsfor diseasesendemictotheMNF and theoperationsarea?

(2) Doestheformulary include medicationsthat may berequiredfor HA and disaster reief
operations?

(3) Doestheformulary include medicationsin forms usable for infants and children?

(4) Have off-the-shelf options for medications for HA been considered (e.g., WHO
emergency hedth kits)?

19. Medical Regulating and Evacuation Considerations
a What isthetheater PM policy? And, isit the samefor all multinational HSS?
b. What infrastructureisavailablefor patient evacuation?
c. Do all participating nations have or ganic evacuation assets?
d. What airfieldsare availablefor intratheater and intertheater AE?
e. How will patients be regulated?

(1) Will casudlties go to the same treatment facility or will they be dispersed among
variousfacilitiesin the JOA?

(2) What nation will perform the medical regulating function?
(3) Will the US perform thisfunction for the MNF?

f. Who will beresponsiblefor MEDEVAC support?

0. How will MEDEVAC support be requested?

(2) Will communications interoperability and capability issues exist between the
evacuation platforms and the medica regulating authority?

(2) How will the supporting MEDEVAC unit be contacted?
(3) What type of MEDEVAC request format will be required?
h. Will an AELT and AEC be activated for the operation?

i. WillaJPMRC beactivated for theoperation?
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(1) Howwill PMIsbehandled?
(2) Will aPMI center beestablished?
(3 Whowill certify PMI frommultinationd HSSunits?

(4) Will aPMI pool be established to facilitate the immediate exchange and resupply
of PMI?

(5) Will a process be established at strategic PM hubs to recover PMIs and return
them to the PMI pool ?

(6) WhenPMIsarerecovered, will atechnica ingpection and maintenance be performed
on all PMIs prior to their return to the PMI pool to ensure they are in issue-ready condition?

(7) Will aprocedure be established that will facilitate the inclusion of PMI exchange
requests with the MEDEVA C requests so that the correct PM1 can be replaced when the patient
istransferred through the MEDEVAC system?

J. Will aMASF be established for staging patients awaiting MEDEVAC aircraft?

(1) What nation will provide this function for the MNF?

(2) Once patients have arrived at the MASF, how long can they be held?

(3) If apatient’s flight is cancelled, who will pick up the patients and sustain them
until the next scheduled flight?

(4) If apatientisonmedica equipment, will there bean exchange of medica equipment
or the equipment remain with the patient?

(5) What HSS capability will beestablished at the APOD or airfield to receiveincoming
patients and prepare them for further evacuation to the next echelon of care?

(6) If patientsaretobemovedtoaCRTS, areAE personnel qualified for deck landing?
k. Arehigh capacity air ambulance oper ations anticipated for MEDEVAC?

(1) What will be the requirements for commencing these operations?

(2) Will USAF CCATTs be employed?

[. What notification procedures are required when a MNF member is evacuated to
CONUS?
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20. Health ServicelL ogisticsConsider ations
a Whatisthesourceof CL VIII materiel?

(1) Will CL V111 beobtained through conventiona military channels? Or fromtheMNFor
HN?

(2) Will CL VI resupply be obtained through military channels?

(3) What isthe funding source for use of military CL VIII materiel?

(4) Will the US be required to provide logistic support to the MNF?

(5) Will donated medical items be used in disaster relief and HA operations?

(6) If donateditemsareto beused, what agency will beresponsiblefor receiving, storing,
repackaging, and distributing theseitems? Will thisbeaccomplished by another federa agency or
NGO?Or will the MNF JTF beresponsiblefor thismisson?

b. Will blood and blood products be required by the mission?

(1) Arethere any cultura, religious, or socia prohibitions on the use of blood and
blood products for any of the MNF members?

(2) Will the US be required to provide blood and blood products support to MNF
members?

c. Hasthe CCDR designated atheater LA for medical materiel for the operation?

d. Will HSSlogisticsFDTsbeconsidered for SPOD, APOD, forwar d oper ating bases,
intermediate staging bases, and forward staging bases?

e. How will medical equipment maintenance and repair be accomplished?
(1) What HSS capability can be organized to provide this support?
(2) Wherewill units providing this support be located?
(3) Isthissupport available within the JOA?

(4) Canthissupport be contracted?
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21. Veterinary ServiceConsiderations

a WillMWDs, other gover nment-owned animals, or civilian work dogsbeused during
theoperation?

(1) WhatistheMWD population to be supported?
(2 Will augmentation of veterinary medicinepersonne berequiredfor theoperation?

(3) Will veterinary medicine personnel be required to provide care and treatment of
other government-owned animas, and civilian work dogs such as search and rescue dogs?

(4) Will veterinary medicine personnel be required to provide care and humanitarian
treatment for animals owned by the loca populace?

b. Will veterinary medicine per sonnel berequired to provide careand humanitarian
treatment for animals owned by the local populace?

c. Will animal husbandry programs be established and/or supported during the
operation?

d. How will animalsrequiring evacuation be managed?
(1) Will trangportation assets (ground/air) be designated for animal evacuations?
(2) Will dog handlers accompany MWDs during evacuations?
(3) If handlersareunableto accompany animals, can they be sedated before evacuation?

e. What arethe zoonotic disease threatsto MWDs and gover nment-owned animals
in the JOA?

(1) Will zoonotic disease surveillance be conducted?

(2) Will epidemiological investigationsbe conducted when outbresksof transmissible
diseases occur?

(3) What coordination is required with the host nation and/or national contingents?

f. What are the immunization requirements for MWDs and gover nment-owned
animalsdeploying in the JOA?

g. How will rations oper ations be conducted?
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(1) Will food beprocured fromloca sources?
(2) Will personnd subsst onmed sready to eat or will other typesof rationsbeavailable?

(3) Istherearequirement toinspect food for wholesomenessand qudity and food sources
for hygieneand safety?

22. Medical Civil-Military Operations
a General Planning Consderations
(1) Will medical personnd conduct or support CMO?
(2) What isthe political-military desired end-state?

(3) How will MCM O support the commander’sintent and the desired politica-military
end-state?

(4) Who hasthe CJTF designated asthelead for MCMO? CA? JTFS?
(5) What medical resources does CA have?
(6) Does MCMO interfere with the traditional HSS mission?

(7) Hasthe CJTF been advised of the capabilities/limitationsand major issuesinvolved
inthe medicd civil-military support operation?

(8) How will the JTF best support the HN if HN does not have a clear long-term
Strategy?

(9) What other USG agencies are involved? Who is “supported” and who is
“supporting”?

(10) What multinational agencies are active in the JOA?
(11) What NGOs and IGOs are active in the JOA?

(12) What isthe role of other USG and multinational agencies? Are projects better
performed by one of these agencies?

(13) Haveadl restraintsand constraintsunder Title 10 and related DODDsand DODIs
been fulfilled?

(14) Hastheindependencelimpartiaity/neutraity of the NGO/IGO community been
acknowledged/respected todlow for themutud exchangeof information?
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b. How will medical civil-military support oper ations/activities be coor dinated?

(1) Haveliaisonswith CA personnel been established?

(2) HasaCMOC been established? And, hasamedical LNO been appointed?

(3) What other civil-military coordination mechanisms are present (UN'’s on-site
operations coordination center, humanitarian operations center, etc.)? And, do they have medical
working groups?

(4) Have projects been coordinated with information operations and the media?

(5) Hascoordinationwith civil engineersbeen cons dered for water/sanitation projects?

(6) Haveexigting projectsof other agenciesbeen takeninto account, to avoid duplication
of effort?

(7) Have HA, HCA, HAP-EP, and HA (other) missions been coordinated with DOS
and HN?

c. AreCJTFresourcesadequatetoconduct medical civil-military support oper ations?

(1) Doesthe medical force have the right training/resources/personnel/equipment to
conduct medical civil-military support operations(e.g., trainingin CMO, information operations,
civil-military/interagency relations, HA, traditional medicine, cultura issues, language skills
and appropriate medica subspecidties[public hedth, pediatrics, tropical medicine, geriatrics])?

(2) Domedica personnd havetraining or experiencein CM O (language/culturd skills,
civil-military/interagency/humanitarian training or experience)? And, does the JTF have the
appropriate personnel to conduct MCMO (public health, pediatrics, adequate number of female
providers, etc.)?

(3) Will other multinational nations conduct or support medical civil-military support
operations?

(4) Do projects detract from the MNF mission of providing security for other
humanitarian actors to work (“humanitarian space’)?

(5) What equipment will be required for the misson (vehicles, radios, specidized
equipment for public hedlth, and equipment for pediatric and geriatric care)?

(6) Who will provide security?

(7) Who will provide trandation and interpretation support?
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(8) If thedecidonismadeto emphas zecgpacity-building projectsfor theHN, haveoff-the-
shelf coursesfor thispurpose been considered (Defense Ingtitute for Medical Operations, Defense
Medicd Training Indtitute, etc.)?

(9) Havelocd resourcesbeen used to the maximum extent possible?

(10) What funding sources will be used? Title 10 HCA, HA, HAP-EP? Oversess
humanitarian disaster and civic aid? CERF? Or other funding source?

(11) What are the restraints/constraints of each funding source?

d. Has a needs assessment preceded medical civil-military support operations/
activities?

(1) What other assessment and surveys by other agencies have been accomplished?
(2) Hasthe HN beeninvolved in the assessment process?
e. Will there be an equal exchange of information with agencieNGOs and | GOs?

(1) Will the JTF share information that does not compromise force protection, but
may be useful to civilian agencies?

(2) Have efforts been made to avoid unnecessarily classifying information that may
be useful to partner agencies and nations? And, has this been discussed with the JTF J-2?

f. Have HN issues been adequately consdered?
(1) Will the HN be considered the lead? And, the JTF the supporting element?
(2) Will projects enhance the legitimacy of the HN?
(3) Will projects boost the population’s confidence in the HN?

g. How will projectsbe selected?

(1) Will projects emphasize capacity building (developing medical societies, training
public health personndl, etc.)?

(2) Have locd cultura and religious issues been considered (including traditional
medicine, female providers for female patients, etc.)?

(3) How will MCMO projects be tracked?
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(4) Howwill locationsof projectsbelisted and sandardized?Map grid references? Street
addresses?

h. What standard of carewill apply if medical careisddivered tocivilians? TheHN?
International consensus standards? Hasthe HN been involved in this decision?

i. What measuresof effectivenesswill beused?
. Haveall potential negative effects of MCM O been considered?
(1) How will pardlel medical systems be avoided?
(2) How will dependency be avoided?
(3) How will duplication of effort be avoided?
(4) What long-term impact will the projects have?

(5) Whatisthe potential economicimpact of medica civil-military support operations/
activities (i.e,, direct food aid may cause market prices to drop and discourage agriculture)?

(6) Do projectsraise unredistic expectationsin the HN population?
(7) Doesthe activity distort the distinction between civilian and military agencies?
(8) Will projects be sustainable by the HN, UN, or other agencies?

(9) Who will provide follow-up and continuity of careif direct patient care activities
are rendered?

(10) What isthe plan to transition responsibility for public health and other medical
projects back to the HN or other gppropriate authority (UN, multinational JTF, etc.)?

SECTION D. HEALTH SERVICE SUPPORT CHECKLIST FOR
CRISISACTION PLANNING

23. CrisisAction Planning Phase |: Situation Monitoring
a Monitor the Situation and maintain situational awar eness.

(1) What is the nature of the criss — NEO? Possible FHA operation? Combat?
Terrorism?

(2) If NEO is anticipated, has a contact listing phone numbers of embassy hedlth
officials been established?
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(3) Will action beunilatera or multinationa ?What are potentia countries?\What type of
HSSwill they provide?

(4) What isthe current situation (who, what, when, where, and why)?
(5) Whatforcesareavailable?

(& Who'sready?

(b) What istheir actua readiness status?

() Do they meet deployment requirements?

(6) What type of military forces may be used to resolve the crisis or conflict, and how
might they best be supported medically?

(7) If combined action is possible, what type of medica support could be required or
provided by other nations?

(8) Are there any major constraints on employment of forces? What is the
environmental assessment?

(9) What staff actions are being taken?

(10) What COAs are being considered?

(11) What isthe expected time for earliest commitment of forces?

(12) Have communications requirements been identified to include non-secure and
secure channdls, frequencies for medica personnel, and any medically dedicated or unique

communications nets, operating procedures, or requirements?

(13) Arethereany medical communications systemsthat are already availablein the
AOR and JOA? If s0, what are their capabilities and how are the systems accessed?

(14) How will thecommunications system support the passing of medical information,
reports, and requests?

b. Evaluatethe event and incoming reports.
(1) Review critical intelligence report for HSS significance.

(2) Review operational report for HSS significance.
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(3) Conduct review of existing OPLANsand CONPLANSsfor applicability totheareaor
gtuation.

(4) Review and evauate actions of the combatant command.

(5) Evauate disposition of assigned and available forces.

(6) Evduatedatusof theater trangportation assets.

(7) What nations are available to provide support for evacuation?
(8) What infrastructure is available for patient evacuation?

(9) Have deployment health surveillance requirements and preventive medicine
procedures and countermeasures been established?

(10) If authority to coordinate with in-placeand out-of-JOA medical treatment facilities
has been granted, has coordination aready begun?

c. Gather medical intelligence infor mation and review available options.

(1) Have intelligence offices been coordinated with to provide appropriate medical
information?

(2) How should medica requirements be entered into the consolidated intelligence
collection plan?

(3) What other resources are available (CA, interagency community, etc.) to collect
additional medica information about the threst, crisis, conflict, or region?

(4) Areany in-placemedicd treatment facilitiesavailablefor useincluding: USmilitary
assets, HNS, allied assets, or contracts with civilian organizations (e.g. the International Red
Cross)?

(5) Review and assess environmental conditions with HSS implications that could
adversely affect operations.

d. Furnishrequiredinformation toappropriatestaff directoratesand providesupport
as needed.

e. Provideinput (asrequired) to the commander’s assessment.

(1) Have HSS units and personnel resources been identified?
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24. CrigsAction Planning Phasell: Planning
a Review warning order for specified and implied tasks.
b. Conduct paralle planning.

¢. Review and consider environmental conditions with HSS implications that could
adver sely affect operations.

d. Evaluate available HSS resour ces.
(1) What medicd forces are available?

(2) Whattypeof foreignmilitary or civilian medical infrastructureisestablished within
the JOA? What and where areits key elements?

(3) Has the medical supply and resupply status of each service component been
reported?

(4) Have provisonsfor emergency resupply been established?
(5) Have medica sustainability and resupply requirements been identified?

(6) Haveprovisonsbeen madewithintheAOR/JOA to provide support to USnationd,
EPWs, civilian internees, non-entitled civilians, refugees, and other detained persons?

(7) HasAE support been properly requested and coordinated, and does the proposed
AE support include sufficient crews, equipment sets, staging facilities, and medica supplies?

e. Review statusof grategic lift assets.

(1) Hasasupportable PM policy been established?

(2) HasaJPMRC been established?

(3) What airfields are available for intratheater and intertheater AE?
f. Evaluate AE from point of injury to CONUS.
0. Act toimproveforcereadinessand sustainability.

(1) Has FHP procedures and countermeasures been established?

(2) Has MIPOE information been provided to the J-2 for inclusion in the JJPOE?
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h. IfaNEOisanticipated, theJFSand joint medical planner should consder thefollowing:
(1) How many of the noncombatants are known to require medical care?

(2) What is the current condition of the noncombatants to be evacuated? Are there
existing medical conditions?

(3) Wherearethesenoncombatantsand isthereapublished plan addressingtheir collection
prior toevacuation?

(4) Isapermissveor non-permissve NEO anticipated, and how best canit bemedically
supported?

(5) Arethereany civilian casudty projectionsfor the NEO?
(6) What isthe MEDEVAC policy for NEO casudties?

(7) Has DOS authorized pets to accompany NEO evacuees? Does the FDA or other
agency prohibit any animals from entry into the US?

(8) What will be done with pets brought to evacuation control points?
i. Other HSS Considerations.

(1) If foreign governments have made any humanitarian, civil, or security assistance
medical requests, how can they be supported?

(2) Arethereanytresties, or legd, HN, or status-of forcesagreements (SOFAS) between
the US and involved foreign governments that have medical significance?

(3) Arethereany OPLANsor CONPLANSsfor the area or Stuation?
(4) Hasdirect liaison with embassy hedlth officias been authorized and established?
. Develop and evaluate COAsusing JOPES automated data processing.

(1) Areal medica units, toincludeAELT and air crews, on thetime-phased forceand
deployment list (TPFDL) and scheduled for timely arrival?

(2) Identify combat, combat service, combat service support forcesand generate HSS
requirement estimates using the MAT.

(3) What reception and operations support facilitiesare required and available? And,
who will provide HSS for JRSOI?

(4) If anintermediatestaging baseisrequired, what medica unitsshould bepositioned there?

K-39



Appendix K

k. Coordinateinvolvement of subordinates.
(1) WhoaretheJTF servicecomponent surgeons? (If JTFisestablished.)

(2) Havemedicd tasks, functions, and responsibilitiesbeen delineated and assigned to the
JTFservicecomponent medicd units?

(3) Hasrequired medica coordination with alies and the HN been conducted?

(4) Has JTF service components identified and requested medical personnel
augmentation for the medical units and treatment facilities?

|. Review existing OPL ANSsfor applicability.
(1) What medical assets are provided for in the OPLAN?
(2) What medical assets are provided for in the draft OPORD?
m. Provideinput (as necessary) to commander’s estimateto CJCS.

(1) What precisly must be accomplished in the crisis to strengthen the objectives
established by the President?

(2) What precisely must be accomplished in the crisis to support the objectives
established by the President?

n. Analyze COAs, asdirected.

(1) Review and determine what specific HSS factors affect the COA under
consideration.

(2) Identify forces.

(3) What types and amounts of logistic support are available from friendly and dlied
nations?

(4) What forces are readily available and when could they arrive on the scene?
(5) Isthesdected COA medically supportablewith currently available medica assets?
(6) If not, will required medical assets be available before mission execution?

(7) If not, has the GCC/CJTF been made aware of the risks?
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0. Asss creating deployment databasein JOPESfor each COA.
p. Coordinate HSS sustainment calculations and movement requirements.

(1) Aredl medica unitstoincludeAELT andair crews-onthe TPFDL and scheduled
fortimdy arrivel?

(2) What airports and seaports are available to friendly forces? What medical
support will be required at these locations?

0. Review GCC'sCOAs.

(1) Isavailable HSS adequate to support planned operations? If not, what additiona
assets are required and how will the JTF request them?

(2) What specific medical factors affect the actions under consideration?

r. ldentify limitationsand deficienciesin the preferred COA that must be brought to
the commander’s attention.

S. Assst in refining HSS requirements.
t. Prepare HSS deployment estimate for each COA.
u. Ensure HSSinput into deployment estimate to supported commander.
v. Monitor COA deveopment (What isthe backup COA?).
w. Plan for HSS sustainment.
(1) Hasatheater LA for medica materiel been considered?
(2) Hasan AJBPO been established?

(3) Has the handling, storage, and distribution of whole blood been planned and
coordinated with the appropriate entities?

(4) Howwill CL VIII-A and B besustained? TMLMC/SIMLM? Accountsestablished?
X. Provide HSSinput to OPORD for approved COA.
(1) Isthemedical portion of the OPORD ready to be published?

(2) DoesOPORD addressassstanceto USndtionds, dvilianinternees, detainedindividuals,
displaced persons, and EPWs?
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(3) DoesOPORD provide FHP guidance?
y. Review force and unit-related support requirements.

(1) What isthegtatusof communications? Have any dedicated or medicaly uniquenets,
procedures, or requirementsbeen property identified and requested?

(2) Have multiple means of communications been addressed?

(3) What country clearances are required for overflight, landing, or staging for
evacuation aircraft? What arethe existing (or needed) agreementsfor overflight; staging; trangit
and refueling for evacuation aircraft; and basing rights?

z. Confirm first increment of movement requirements and fully functional AJBPO.
aa. |dentify and resolve HSS shortfallsand limitations.

(1) HaveCL VIl respongbilities be established?

(2) Have CL VIII channels be established?

bb. Review the TPFDD.
cc. Identify early-deploying forces and assign tasks.

(1) Whowill provide HSS for JRSOI?

(2) Has FHP procedures and countermeasures been established?

(3) HasMIPOE information been provided to componentsand early deploying forces?

dd. Identify and plan for PM requirements.

(1) Isthe IPMRC fully functional?

(2) Isthe TAES planning complete?

(3) Issufficient TAES assetsin-place or programmed for early arrival?

(4) Have primary and secondary aeromedicd airfields been identified?

(5) AreAELTsreadytolocaeat key locationswithineach JTF service component medica
sysem?
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(6) Do servicecomponentsunderstand theat they arerequired to move patientsto supporting
aeromedicd saging facilities, andwill they beabletodo s0?

ee. Ensure that adequate transportation for HSS is available to support approved
COA.

ff. Coordinate changes caused by conflictsand shortfalls.
gg. ProvideHSSand FHP input to GCC’sdraft execute order (EXORD).
25. CrisisAction Planning Phase |11 Execution
a Review GCC'9CITF'sEXORD toensureHSSand FHP guidanceto components.
b. Monitor HSS for ce deployment.
c. Validate HSS movement requirementsasrequired.
d. Coordinatewith appropriate staff directorates and resolve reported shortfalls.
e. Coordinate employment of HSS unitsasrequired.

f. Condder issuanceof FRAGORDSstoreiteratekey FHPthemesand counter measures,
and publish medical CONOPSto JTF forces.

0. Report movement requirementsasrequired.
h. Coordinate HSS sustainment for components.
SECTION E. HEALTH SERVICE SUPPORT CHECKLIST FOR
HUMANITARIAN ASSISTANCE SURVEY TEAM
AND ADVANCED ECHELON TEAM

26. Humanitarian Assistance Survey Team and Advanced Echelon Team Planning
Considerations

a Team — Personne planning consider ations.

(1) Research and gather applicable country medica intelligence and establish FHP
guidance.

(2) Ensureall persona protective equipment is obtained.

(3) Ensure al recommended chemoprophylaxis and immunizations are obtained.
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(4) Ensureorderscorrectly reflect persond dataand authorized gppropriatemisson-re ated
trave variaions.

(5) Pack appropriately for climate and duration of deployment.
(6) Pack necessary professiond gear andreferencematerids.

(7) Research and gather pre-deployment country intelligence data (joint intelligence
preparation of the battlespace).

(8) Establish local POCs to deployment country (e.g., listing phone numbers of US
embassy hedlth officids).

(9) Egablish listing of infrastructure sites/locations to survey.

(10) Establish reachback POCs.

(11) Obtain aforce protection threat analysis of the local area (source J-2).

(12) Establisn charter for mission accomplishments and deliverables.

(13) Ensurethat asecurity and emergency evacuation planisin place for the HAST.
b. Pre-advanced echelon and employment reception.

(1) Ismedica site survey is being performed?

(2) During the site survey, ensure the following issues are coordinated for deploying
medical personnd prior to their arrival at the deployment country:

(& Billeting/Accommodations:

(b) Phone Number at Accommodations:

() Phone Number at AOR or work phone:

(d) Cdl Phone:

(e) Radios Frequencies: Cdl Sign:

(f) Dedicated transportation:

(9) Trandator (withamedica background preferred):
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c. General surveyinformation.

(1) Surveyor:

(2) Unit of assgnment:

(3) Dateof Survey:

(4) Nameof Site and location:

(5) Country:

(6) Map Grid Location:

(7) Global positioning system (GPS) latitude/longitude:

(8) Nature of contingency:

(90 Summary of population affected (e.g., demographics, Size, origin):

d. Misson.

(1) Objectivel:

(2) Objective2:

K-45



Appendix K

(3) Objectives:

(4) Anticipated duration of potential mission:

(5) Dedred end state:

e. US embassy information.
(1) USembassy on Site? YES NO

(2) POC numbersfor US embassy:

(3) Doesthe USembassy have aclinic and medicd saff?  YES NO

(4) If Yes, describe personnel and capabilities:

(5) If No, where does staff obtain medical care? Describe:

(6) Doesthe US embassy have accessto aperiodic regiona medica officer?

(7) If Yes, list location and POC numbers:

f. Troop SrengthtobeSupported.

(1) USMilitary Forces.
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(@ USArmy

(b) USNavy

(©) USAIrForce

(d) USMarines

(2) Allied Forces (if authorized).

(& NATO

(b) United Nations

(c) Other/Origin

(3) Number of American Citizens

(4) USAgency for Internationa Development on Site?  YES NO
(5) 1GOs, NGOs, €tc. on-gite? YES NO

(6) Third-country nationasof interesttoDOS?  YES NO

(7) If Yes, list:

(8) What isthe genera feeling towards working with American military?

(9) Any other USand NATO civilians? NO  YES, approx #

(10) Any potentidl EPWs? NO YES, approx #

(11) If missonisaHA, list number of:

(8 Refugees
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(b) Interndly Displaced Persons

() Other

(12) Identify Key IndigenousOfficersand Population Leaders

g. Demographics.
(1) Attach force protection threat analysis of the local area (source J-2).

(2) Genera description of local civilian population:

(3) Arethere any medically significant treaties or legal HNs or SOFAS?

(4) If Yes, list potentia impacts:

(5) Listany reigious/socia/political factors of medical significance:

(6) Listany public hedlth laws of significance:

(7) Endemic diseases of theloca population:

(8) Problematic seasonal diseasesin thelocal population:
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(9) Whatistheoccurrenceof illnessesand deaths caused by cold?

(10) Arethereoccurrencesof thefollowing diseases(check):
(@ Mdaia
(b) Diarhea
() Cholera.
(d) Meades.
(e) Poalio.
(f) Hemorrhagic Fever.
(9) Plague.
(h) Dengue Fever.
(i) Encephdlitis.
() Meningitis.
(k) Tuberculosis.
() Hepatitis.
(m) Leptospiross.
(n) Yelow Fever.
(o) Influenza.
(p) Human immuno-deficiency virus (HIV).
(@) Acquired immune deficiency syndrome (AIDS).

(r) Other
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(11) Prevdenceof sexudly tranamitted diseases(STDs).
High Average Low

(12) What arethemost common STDs?

(13) Arethereany STD education/preventionprograms? Yes  No

(24) If Yes, describe:

(15) Arethere any unexplained or undiagnosed illnesses/deaths among:
(& A sgnificant population concentration.
(b) Refugees.
(©) Internaly displaced persons.
(16) If deaths are unexplained, include report on location, condition of area, number

of ill/dead, demographics on affected population, and symptoms. Also, include occurrences of
smultaneous desths on livestock if applicable.

(17) Gender ratio/ethnicity composition:

(18) Description of overal nutritiona status:

(19) Isthereadgnificant populationw/o proper amountsof food/water?

YES NO
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(20) Descriptionof populationhygiene:

(21) Isprogtitution lega? Yes No

(22) If Yes, describerequirementsfor lega status(hedth cards, regular checkups, etc.):

(23) lllega drug type and availability:

(24) Isthereadgnificant population experiencing an unusualy high number of maternal
or infant deaths? NO  If YES, which population?

(25) What isthe vaccination program available to the generd public?

(26) List measuresto control outbreaks of diseases:

(27) Number of medical personnel trained/treating people to control outbreaks:

(28) List number and capabilities of medical facilities used to control outbreaks:

(29) Commondrug (antibiotics) usedto control diseaseoutbreaksof:

(@ Mdaria
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(30) Does common treatments seem to control outbreaks? Yes

(b) Diarhea
(©) Cholera
(d) Meedes.

(e) Palio.

() HemorrhagicFevers.

(9) Plague.

(h) Dengue Fever.
(i) Encephdlitis.
() Meningitis.
(k) Tuberculosis.
() Hepatitis.

(m) Leptospiross.
(n) Yelow Fever.
(0) Influenza.

(p) HIV/AIDS.

(@ Other

No

(31) Number and capahilitiesof mobilemedica teamsqudifiedto ded withdiseaseoutbregks

(32) Provide list of IGO/NGOs operating in AOR (include capabilities and contact

numbers):
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h. Environmental Health.
(1) Topography: Mountains  Rainforest Desart
(2) Climate: Tropicdl Humid Arctic Temperate
(3) Temperature Ranges (degreesin Fahrenheit):

(& Summer to

(b) Winter to

(4) Significant seasonal variants (monsoon season, rainy season, winter, efc.):

(5) Expected climate during operation:

(6) Include brief description and number of each:
(@ Military airfields
(b) Civilianairfields
(0 Helo-pads
(d) Rail heads
(e) Seaportsbeachsites_

(7) Standardof living of theloca population:
Excellent Average Poor Dedtitute

(8) Typica housing of loca population:

K-53



Appendix K

(9) Listlocd utility companies:

(10) What isthe primary source of power?

(12) Ispower availablefor:
(@ Hest.
(b) Light (electricity).
() Hot water.

(12) Status of power distribution grids:

(13) Areenvironmenta standards stated and enforced inthe AOR? Yes No
(& If yes, include copies of environmental monitoring reportsif available.
(14) Acceptablelevelsof contaminants set by operational area (if available):

(@ Water

(b) Sail

(©) Air

(15) List water sources (tanks, spring, groundwater, etc.):

(16) What isthe water quality?.

(17) Ligt systems, if any, used to treat local water (include status of each system):
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(18) Istherean adequatesystemtodistributewater? Yes  No
(19) Isthereadequatewater pressure?  Yes No

(20) Ligt foods most commonly eaten within the AOR:

(21) What local food products should beavoided?

(22) How isfood commonly stored?

(23) Do food storage areas provide protection against climate, rodents, insects, other
animals, and ultimately disease? YES NO

(24) How isfood commonly prepared?

(25) Would food handlers/suppliers meet US standards? YES NO
(26) Arethere any natural foods (berries, nuts) that are poisonous? YES ~ NO

(& If YES, what actions/supplies are needed if ingested?

(27) What types of zoonoses are prevalent and potentially transmissible from local
insects, rodents, and other animals(i.e., maarialmosguitoes, leishmaniasig/flys, rabies/fera dog)?
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(28) What typeof insect, rodent, or animal control ispracticed?

(29) What venomous insects, spiders, and reptiles are natural to the area?

(30) Isadequate anti-venom readily available? YES NO

(@ IfYES, list closest source:

(31) Listal discovered and suspected common contaminatesin local food and water:

(32) Describe hand-washing facilities, showers, and latrine facilities:

(33) Areseptic systems used? YES NO

(34) If YES, what isthe condition of the septic tanks and drain fields?

(35) What type of liquid waste disposal system is available?

(36) What isthe condition of liquid waste drains from buildings?
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(37) How issolidwastedisposed of (burid, burning, etc.)?

(38) Wiill the deployed unit haveto collect and dispose of solid waste or doesthe host
provide garbage and refuse disposal?

(39) Howisregulated medicad wastedisposed?

(40) Isthere history of accidental or intentiona chemical/biological/nuclear releases
in the operationa area? YES NO

(41) If YES, describe (include copies of historical recordsif possible):

(42) Potentid Hazards:. Chemica  Biologica Environmenta  Occupationa

(& List potential hazards:

1. Type:

2. Location:

3. Description:

4. Source cause (if known):

(b) List potential hazards:

1. Type:
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2. Location:

3. Description:

4. Source cause (if known):

(43) Providename/rank/contact informationfor (titlesmay bedifferent; identify closest
equivaent):

(& Director, Environmenta Protection Agency

(b) Director, Food and Drug Administration

(c) Director, Housing Authority

(d) Director of Utilities

(e) Chief, Waste Disposa and Management

i. Host Nation Health Care System.
(1) Isthereanationa hedlth care system? Yes No

(& If YES, describe (include organizational chart if possible):

(2) How doesthe generd public access health care?

(3) What percentage of the HN gross nationa product goes towards health care?
(4) What isthe policy for providing careto:

(& Military members
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(b) Generd public

(©) NGOs

(d) Non-date actors

(e) Interndly displaced persons

(f) Refugees

(5) Providename/rank/contact informationfor (titlesmay bedifferent; identify closest

equivaent):

(& Chief, Department of Hedlth (Ministry of Hedlth)

(b) Chief, Medica Personnd Divison

(c) Chief, Medical Education Division

(d) Chief, Medica Certification Division

(e) Chief, Medical Mobilization Divison

(f) Chief, Medical Response Divison

J. Host Nation Military Medicine/Health Care.

(1) Isthereamedica department within the military syssem? YES No

(@ If YES, number of medical personnel assigned to the military:

(2) Averagelevel of medica education/training? HIGH MEDIUM LOW

(3) Include awire diagram/organizationa chart of the military medical system.
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(4) What sarvicesareprovided by military medicine?

(5) What isthe policy for providing care to:

(& Military members

(b) Dependents

(©) NGOs

(d) Non-date actors

(e) Internaly displaced persons

(f) Refugees

(6) List any provisons made for medical care during civil unrest:

(7) What isthe medical capability of the military during deployment/“in the field”?
Include design of field hospital layout, medical services, supplies, and bed capacity:

(8) Describethe chain of battlefield evacuation:

k. Physical condition of troops from host/contributing nations.
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(1) Originof troops:

(2) Overdll hedthcondition: Excelent Good Average Poor
(3) Overdl morde: Excdlent Good Average Poor

(4) Ovedl gatusof immunizations. Current  Not Current/No Record
(5) Possesspersond protectiveequipment:  YES NO

(6) Adequacy of clothing/equipment: Excellent Good Average Poor
(7) Adequacy of food/water: Excellent Good Average Poor

(8) What isthe available medical care for contributing nation’s military?

(9) What HIV/AIDS prevention programs does the contributing nation’s military
practice?

(20) Is HIV/AIDS screened for during recruitment and throughout military
service? YES NO

(& If YES, isHIV/AIDS areason for discharge from the contributing nation’s
military (circle)? YES NO

[. Management of disaster/humanitarian crises.
(1) Attachalist of organizationsinvolved in disaster response and their capabilities.
(2) Attach adiagram national level command and control.

(3) Who doesthe HN most frequently call upon in times of crises?
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(4) How domilitary and civilian agendiesinterfaceduring crigsmanagement?

(5) Isthereanationd disaster preparednessand management plan? Yes  No
(6) Isthereanationa disaster management-training program?  Yes No
(7) Check the steps taken by the HN to prepare for natural or man-made disasters:
(@ Increased production/stockpiling of food/water/supplies.
(b) Disaster management training for responding personnel.
(¢) Crestionof pecidized responseteams.
(d) Cridgsmanagement exercises.
(8) Number of personne “on call” to respond to disasters:
(@ Civilian:
(b) Military:

(9) Describe procedure to mobilize “on call” personnd:

(20) Number and type of MEDEVAC vehicles“on-cdl” for disaster:

(11) Listdl AE capabilities. Include proceduresfor requesting AE:

(12) Describe casuaty handling doctrine for:
(8 Emergency trauma.

(b) Burns.
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(© Chemicd/biologicd wafare.

(13) Providename/rank/contact informationfor (titlesmay bedifferent; identify closest
equivaent):

(& Director, FEMA

(b) Director, Disaster Preparedness and Management

(c) Chief, Medical

(d) Chief, Search and Rescue

(e) Chief, Fire Protection

(f) Chief, Air Evacuation

(g) Chief of Police

(h) UN Resident Coordinator

(i) UN-OCHA Field Representative

(j) DefenseAttaché/US Ambassador

(14) HasaCMOC been established? YES NO

(15) If YES, ligt participating organizations and contact information:

m. Local Hospital Data.

(1) Hospital name:

(2) Military or civilian:

(3) Hospital location (street address, GPS coordinates):

(4) Primary POC Name:

(5) Title:
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(6) Hogpitd phoneffacamile(FAX) numbers(includecountry code):

(7) Hospitd radio frequencies:

(8) Overdl squarefootage:

(9) Number of hospita beds:

(10) Typesof hospital beds:

(11) Expansion capability:

(12) Wartime capability:

(13) Burns management capability:

(24) Orthopedic capability:

(15) Neurosurgery capability:

(16) Obstetrics capability:

(17) Intensive care capability:

(18) Trauma capability:

(19) Surgica specialties.
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(@ Thoracic:

(b) Padtic:

(¢) Cadiovascular:

(20) Nuclear medicine capability.

(@ X-Ray:

(b) Computed tomography (better known as CT) imaging:

(c) Magnetic resonance imaging (MRI):

(d) Ultrasound:

(21) Laboratory capabilities.

(@ Biochemical:

(b) Microbiological:

(c) Hematological:

(d) Other:

(22) Public hedlth facilities:

(23) Veterinary services:

(24) Other:

(25) Doesthefacility have disaster preparedness/management plans? Yes No
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(26) Disaster preparedness and disaster management capabilities? Yes No
(27) National disaster preparedness/management responsibilities? Yes No

(28) Destribethefacility’sroleduringadisader:

n. Facility.

(1) Describe overdl condition of the facility:

(@ Cleanliness:

(b) Sanitation:

(c) Aseptic techniques:

(2) Isthere adequate patient privacy? YES NO
(3) Isthere accessto upper floors? YES NO

(@ If YES, what isused (dtairs, elevators, etc.):

(b) Arethere other routes of accessif primary fails? YESNO

Describe:
(4) Arethefloors safe and solid? YES NO
(5) Isthefacility climate controlled? YES NO

(6) Stateof repair and evidence of toxic materials present (e.g. asbestosin ceilingtiles
or in boiler/pipe insulation, stored or spilled toxic chemicals):
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(7) Evidenceof rodents/rodent droppings, or other animasincluding birds:

(8) Describetheventilationsystem (incdludespecidizedisolationrooms):

(9) List available buildings, nomenclatures and room numbers:

(10) Aretherehand-washingfacilitiesavailable?  Yes No
(11) Aretherefunctiond toiletsclose by? Yes No

(12) Describe the bio-waste, infectious waste and sharps disposal system:

(13) Describe the waste disposa system:

(14) Aretherelaundry facilities? Yes No

(15) What types of fuel sources are used?

(16) Listavallablefacility support infrastructure: adequatefixtures, connected utilities,
heat, lighting, €l ectricity, eectrica distribution and adaptable sockets, medical gases, etc.):
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(17) Ligtvoltage, cyce, and phased frequency of dectricity:

(18) Listtypeof dectricd plugtypeused and diagram templateof prongs:

(19) Lid dternative (back up) electrical power available and kilowatt capability:

(20) Arethere other sources of emergency power? YES NO
(21) Aretelephone servicesavailable? YES NO
(22) Will thetelephoneservicesupport:
DSN FAX DATA SECURE COMM
(23) Isthere amedicd/fire/crash radio network available? YES NO
(& If YES, ligt the crisis response radio frequency:
(24) Areradios/cell phonesavailable for medical use? YES NO
(25) Alternative communication used? If YES, What?
(26) Doesthefacility have an Emergency Medical System? YES NO
(@ If YES, how isit activated?
(27) Overdl security infacility:
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(28) Number of personnel dedicated to security:

(& Arethey armed? YES NO

(29) Number andtypeof equipment dedi cated to security:

0. Personnd.

(1) Medica personnd (include #, education/training, special qualifications, and
accreditation):

(@ Physdas

(b) Nurses:

() Dentist:

(d) Technicians:

(e) Other:

(2) Arepersonnel English-speaking? YES NO

(& If NO,whatistheir primary language?

(3) Physcian-Nurserétio:

(4) What personnel are availableto treat deployed US personndl:
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p. SuppliesMaterid.
(1) Are“western” medical suppliesavailable? Yes No

(2) Obtainthemost comprehens ve/up-to-date supply inventory (include product names,
manufacturer, expiration dates).

(3) Arethemedica suppliesavailable for US deployed personnd use? YES NO
(@ If YES, isreimbursement required and to who?

(4) Describedl available supply storage facilities:

(& Flammable storage:

(b) Refrigerator storage:

(c) Blood storage:

(5) Will “cold chain custody” be required (blood/medicines)? YES NO

(@ If YES, how will it be established?

(6) Describe the pharmacy capability:

(7) Obtain the most current and up to date pharmacy formulary listing.
(8) Describe the blood capability.

(& Inventory:

(b) Capacity:

(o) Storage:
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(d) Screening:
1. HIV/AIDS YES NO
2. HepatitisB YES NO
3. HepatitisC YES NO
4. Syphilis YES NO
5. Madaria YES NO
6. Anemia YES NO
7. Other

(9) Methods of sterilization:

(10) List medical manufacturing facilities:

(11) Availahility of disposable needles, syringes, IV transfusion bags, catheters, and
tubing:

(12) Life Support and Diagnostic Equipment: (number/condition/make and modd).

(8 Respirators:

(b) 1V equipment:

(c) Defibrillators:
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(d) Diayssequipment:

(e X-Ray capabilities

(f) Ultrasound:

(g9) Computerized axia tomography (better known as CAT scan):

) MRI:

() Laboratory equipment:

() Other:

(13) Medica materiel storage and distribution nodes:

g. Transportation.

(1) Describeroad access:

(2) Describeair access.
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(3) Destriberall access

(4) Arethereheo-landing zones? YES NO
(@ If YES, hasit been surveyed by US airfield specidlist in past year?
YES NO

(b) If YES, obtain acopy of survey to include GPS coordinates, trandt time, and
capabilities.

(c) Distanceto beachhead:

(d) Distanceto port:

(5) Areambulances availablefor use? YES NO

(8 List vehicletyped/litter capacity:

(b) Number of medical transport personne:

(o) List equipment/supplies aboard:

(d) Radio communication aboard? YES NO

(e) List communications capability and frequencies:

(f) What are the clearances/training required for drivers?

(6) Overview of mgor transportation nodes/staging facilities:
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(7) Doesthe host base operate rotary wing AE? YES NO

(@ IfYES, How cantheUSactivateand enter thesystem?

(8) Listdl flight support/crash rescue services available:

(9) Providename/rank/contact informationfor (titlesmay bedifferent; identify closest
equivaen).

(@ Chief, Medicd Transportation Branch:

(b) Chief, Ambulance Services.

(c) Chief, Air Transportation:

r. Summary Evaluation.

(1) Assumptions:

(2) What additional medical serviceswould be needed if American military personnel
were deployed?

(3) Critica open issues:
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(4) Recommended medicd COAs.

(& COAL

(b) COA2:

(o COA S

(5) Conclusons:

S. Notes.

Include in your medical survey report recommendations of all medical requirements
necessary to support the mission and population. Each problem identified on the checklist
should be addressed. Where severd dternatives are viable, identify the recommended best
solution. Problems should be worked to the extent possible during the survey while other
functional representatives are present on the scene (such as food service, hilleting, logistics,
communications, security police, procurement, etc.). Discussproblemswith other team members
including the site survey misson commander or ADVON team chief. Your report should
emphasi zete ephoneor written correspondenceto answer questionsand avoid misunderstandings.
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Intentionally Blank
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APPENDIX L
SYSTEMSAND PLANNING TOOLS

1. Introduction

There are numerous joint and Service systems and tools that assist the medical planner.
Some of the more common “tools’ are listed below with a short description of each. Thelistis
provided to acquaint readers with some of the more common planning systems and tools used
by medica planners.

2. Toolsand Systems

a Medical AnalysisTool. MAT isamedica planner’stool that provides arequirements
generator and a COA anaysis module for CCDR, Service, and component medical planners.
Using MAT, medical planners determine the level and scope of medica support needed for a
military operation. MAT allows medical planners to estimate and plan theater medical
requirements. Planners may aso develop and evaluate COAsfor probable scenarios.

(1) MAT has two main analytica functions. One function is to estimate medical
supportability and sustainability requirements; thisis performed by the requirements estimator.
The other function is to assess medical supportability and sustainability capability; this is
performed by the course-of-action analysis (COAA) toal.

(20 MAT may beusedfor contingency planning by quantifying theimpact of aproposed
OPLAN onthemedica system. MAT has aso been designed for use during contingency/crisis
action planning, programming and budget development, exercises, and current operations/
execution.

(3) Medical planning may be considered a sequential process. The process is much
the same for any of the five mgor planning situations, from deliberate planning to execution;
however, inputs and outputs may be quite different. MAT provides the medical planner with
analytical assistance and decision support required for each step in the process.

(4) MAT dlowsthe planner to display the operationa scenario graphically. Iconsthat
represent casualty sources, medical facilities, and bed down locations can be overlaid on amap.
Lines between M TF locations represent evacuation route connectivity within the system. This
graphica display facilitates collaborative planning and enhances situational awareness for the
medical planner.

(5) Themedical network structure can include any combination of levels or facilities
desired by the user. For example, a scenario could be constructed within a single operational
zone or a complete theater. Furthermore, the connectivity between trestment nodes can be as
gparse or complex asdesired by the planner. Thislevel of flexibility hasbeenincluded to ensure
that any MTF relationship, current or future, can be represented.

L-1



Appendix L

(6) MAT combinesuser-generated patient workloadswith clinical treatment estimates
and relevant policies set by the user to calculate medical requirements. It calculates medical
supportability and sustainability requirementsin terms of beds needed, numbers of admissions
and evacuations, staff, operating rooms and gross medical supply needs.

(7) After estimating medical requirements to support an operation, the planner can
use the same dataand scenario to perform COAA, aso known as capabilities assessments, or to
perform arisk assessment. MAT smulates the medical processes that would occur within a
theater of operations. Results of the simulation show where potential bottlenecks may occur
and/or where resources may be underutilized.

b. Theater Medical Information Program. TMIPisatri-Service system that isdesigned
to provideinformation to deployed medical forcesto support al medica functiona areas, including
C2, medica logistics, blood management, patient regulation and evacuation, medica threat/
intelligence, hedlth care delivery, manpower and training, and medical capability assessment
and sustainment analysis. TMIPwill perform this service by integrating information from other
medica systems, including the Composite Hedlth Care System (CHCS), CHCS |1, Defense
Blood Standard System, and DMLSS. TMIPwill aso integrate other medical applications that
have been devel oped for use during deployment such as TRAC2ES. TMIP integrates medical
systems at the theater level to support deployed forces, to enhance the Services capability to
collect, process, and disseminate an uninterrupted flow of information, and to allow moreefficient
protection of lives and resources.

¢c. USTRANSCOM Regulating and Command and Control Evacuation System.
TRAC2ESisan automated decision support tool that functionsasasingle C2 system that can be
used in peacetime and contingencies. It provides visbility of in-theater patients requiring
evacuation, available trangportation assets, available hospital beds (by medica specidty), and
patient ITV. TRACZ2ES accommodatesthree modesof operation: deliberate planning, forecasting,
and reactive replanning at both the intertheater and intratheater level.

(1) TRACZES providesaresponsve communications system essential to the conduct
of PM. TRACZ2ES is aweb-based system, which maximizes the internet while maintaining and
protecting patient privacy and troop strength information. It replaced aspects of the DMRIS,
APES and TAMMIS MEDREG module.

(2) TRACZ2ES provides globa support throughout the full operational medical
continuum: fixed and deployable medica treatment and staging facilities; ground, sea, and air
PM systems; and globa and TPMRCs. TRACZ2ESIinks GPMRCsand TPMRCsthrough global
communications. Itisaseamless, integrated system that is used the sameway in peace and war.

(8 TRACZES provides red time-phased decision support to plan, replan, and
forecast global and theater movement requirements.

(b) Onecdl for PM will resultin provision for aconveyance mode and ahospital
bed, the “lift-bed plan.”

LD JP 4-02



Systems and Planning Tools

(c) Lift-bed planning provides the one-stop solution for matching conveyance
and globa medica speciaty bed assgnment. TRACZ2ES can plan, replan, and forecast at |east
400 patientsin 30 minutes. ASTRAC2ES matures, it should be ableto plan, replan, and forecast
at least 1,750 patientsin 30 minutes.

(3) TRAC2ESprovidesITV by alowing authorized usersto determineapatient’slast
known location and scheduled and actual itineraries.

(@ The minimum requirement or threshold for TRACZ2ES provides I TV within
10 minutes, 95% of the time at theater hospitalization capability, to include last known location
and scheduled and actual itineraries.

(b) Ultimately, TRACZ2ES will locate patients, medical crew, medical and
nonmedical attendants, and PMI within 5 minutes, 95% of the time at FRC capability.

d. Joint Medical Semi-Automated Forces (JMeDSAF). IMeDSAF is an object-based
distributed tactical smulation that provides a synthetic battle staff for medical joint command
staff training and medical rehearsal. 1t canberuninreal timeor faster thanred time. IMeDSAF
provides entity-level (single combatant/unit) smulation with automated and semi-automated
interactions with a synthetic environment, other entities, and weapons systems. It aso provides
input to standard C2 systems by various gateways. When IMeDSAF is used as a medica
mission rehearsa tool, planned operations are modeled and force-on-force interactions are
smulated. Resulting WIA and DNBI casudlties are transported, treated, and evacuated 1AW
doctrine.

e. Medical Surveillance System (M SS) provides the CCDR with medical situationa
awarenessinformation. M SSisfed information from acrossthethester. Thisinformationincludes
patient visibility (whereapatient isand their condition at that point intime), bed status, trending
information concerning symptoms, international classificationsof diseases(1CD) codes, common
procedura terminology (CPT) codes, and DNBI information. When thisinformationisanalyzed,
the combatant command surgeon will be able to take preventative actions to further protect
individual soldiers. In the future, thisinformation will be able to be shown as part of the COPR,
giving anintegrated picture of what isoccurring acrossthe theater, and alowing commandersto
analyze massive amounts of information quickly in order to make time sengitive decisions.

f. Lower Echelon Reporting and Surveillance Module (LERSM). The LERSM
component provides aquery capability to the loca military treatment facility commander from
information collected at his location. It provides loca situational awareness information and
medical treatment facility patient visibility along with support for predefined status reporting
and epidemiology monitoring of ICD codes, CPT codes, and DNBI information. When this
information is analyzed, the local military trestment facility commander will be able to take
preventative actions to further protect individua soldiers.

g. CBRN Casualty and Resource Estimation Support Tool (CBRN CREST). CBRN
CREST supportsdeliberate medical planninginaniterative, integrated processfor the USArmy
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at thecorps, divison, and medica brigadelevels. CREST isconsidered adevel opmenta product
and has not been validated and verified. Using scenarios as a driver for the toal, it dlows
medical personnel to estimate casudty streams and resource usage, and develop appropriate
medical courses of action. The user-defined deployment and defensive posture of combat and
rear areapersonnd iscoupled with oneor more CBRN attack scenarioson the map in accordance
with the current threat assessment and planning guidance. The capability of individua deployed
medical resources to meet demand is analyzed and the results are displayed. Key functions of
thetool include:

(1) Map-based representation of operationa units, support units, medical treatment
facilities, medica evacuation flow, and coverage of CBRN threats.

(2) Estimation of required medical treatment resources.

(3) Analysis of required medica resources and available resources at each level of
care.

(4) Comparison of dternative medica COAs.

h. TAMMISCustomer AssistanceM odule (TCAM)/DCAM. TCAM isamoduleof the
TAMMISlogisticsapplication that providesacapability to perform basic customer level medical
supply functions such as ordering, receiving, managing dues-in and inventory control. TCAM
allows customers to perform these functions off-line and to exchange files with the supporting
supply support activity (SSA) when NIPRNET communications are available. This exchange
includes the downloading of selected catalog files from the SSA's TAMMIS system alowing
customersto research thecatalog for primeand substituteitems. When NIPRNET isnot available,
customer files can be exported to floppy disk, CD, or printed copy for physical delivery to the
supporting supply activity. TCAM isthe primary meansfor Echelon | and |1 customersto submit
CL VIII ordersto supporting MEDLOG eements or units. DCAM isanearly identical product
that will operate as the remote customer module for the medical communications for combat
casudty care/TMIP MEDLOG support system. It will differ from TCAM in that it will be
certified usingthe DOD Information Technology Security Certification & Accreditation Process
and will have the capability to exchange files back and forth between two separate DCAM
devices. Thiswill alow automated information transfer between levels| and 11.

i. TAMMIS. TAMMISisthe primary Army legacy system for MEDLOG. It operateson
the Combat Automated Support System-Medical server and provides | ntermediate-level supply
management capabilities for operation of CL VIII SSAs aswell internal supply operations for
combat support hospitals. Intermediate-level supply capabilities include the ability to process
ordersfrom externa retail-level customers and to manage the materiel release processfacilitate
shipping operations to reach distant customers using military or commercia transportation
networks. It requiresthe ability to print DOD standard shipping documents, aggregate materiel
shipments by customer, and pass data to externa DOD systems for movement planning and
ITV. These capabilitiesare not in the current DML SS application, and are not programmed for
development for severa years; therefore TAMMIS will remain the only medical logistics
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management system capable of supporting theater medical supply operation until it can be
replaced. At this time the proposed replacement of TAMMISiISTEWLS.

J. DMLSS3.0(Defense Medicd Logistics Standard Support, version 3.0). DMLSS3.0is
afully integrated, application that supportsthe management of medical supply, medical equipment
mai ntenance, medical assembly management, property accounting, and facility management at
theunitor MTF,

k. DefenseBlood Sandard System (DBSS). DBSSisan automated information system
used to ensureasafe blood supply and isdesigned to manage collection, processing and tracking
procedures for blood, and automate standards and safeguards for the Medical Health System
blood supply. DBSSisregulated by theFDA. Thester DBSS(TDBSS) istheconfiguration of DBSS
employedfor theater operations. TDBSSiscurrently usedin combat support hospitalsandinBSUs.

[. Joint Medical Asset Repository. IMAR isasingle source for acquiring and providing
timely and accurate joint medical logistics and blood asset information for DOD.

m. Medical Materiel Mobilization Planning Tool isaweb-based program that provides
users with the ability to forecast CL VIII requirements based upon components of MES and
troop population. It provides the capability for user units to maintain balances of their MES
components, providing centralized asset vigbility of MES. It can be used in garrison for unit-
level medica assembly management and during mobilization and deployment operations by
medica units, MEDLOG units and supporting installations to identify materiel requirements
necessary to provide units with MES shortages.

n. Unit Leve Logistics System (ULLYS). ULLS automates organizationa-level supply,
maintenance, property accountability, readiness and unit status reporting functions in tactical
unitsfor the Army, the Army National Guard, and theArmy Reserve. ULLS providesvishbility
of equipment status and the overal unit readiness in the same format as ground equipment.
Information in ULLS is transmitted by NIPRNET or removable media to the MEDLOG
companies/battalions and higher HQsfor quantifiable dataanaysisto determine parts stockage,
equipment reliability, and to determine future equipment acquisitions. Medical repair parts are
not ordered through ULLS and maintenance histories with detailed repair information is not
maintained on the system.

0. Global Trangportation Network (GTN). TheGTN supportsITV. ITV providesinformation
needed to answer satus-of-movement questionsfor customersaround theworld, including USforces
deployedtoremotelocations. The GTN dso supportsUSTRANSCOM’smissonasthe C2HQfor
theDTS. TheGTN createsI TV information by consolidating and integrating datafrom many other
computer sysemsourcescaled“GTN datafeeds.” They each providedatatothe GTN asanancillary
mission, becausethey exist for somecother specific purpose. Theinformation collectedby the GTNis
housed and managed withinadatabase. ITV informationinthe GTN databaselendsitsdf toaquestion-
and-answer format. Intheterminology of automatedinformation systems thisiscaled query-response.

L-5



Appendix L

TheGTN'scurrent configurationispredominantly aquery-responseformet that specifically facilitates
theretrievd of ITV information.
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Shipwrecked Members of Armed Forces at Sea, 12 August 1949.
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APPENDIX N
ADMINISTRATIVE INSTRUCTIONS

1. User Comments

Users in the field are highly encouraged to submit comments on this publication to:
Commander, United States Joint Forces Command, Joint Warfighting Center, ATTN: Joint
Doctrine Group, 116 Lake View Parkway, Suffolk, VA 23435-2697. These comments should
address content (accuracy, usefulness, consistency, and organization), writing, and appearance.

2. Authorship

The lead agent for this publication is the United States Army. The Joint Staff doctrine
sponsor for this publication is the Director for Logistics (J-4).

3. Supersession

This publication supersedes JP 4-02, 30 July 2001, Doctrine for Health Service Support in
Joint Operations; JP 4-02.1, 6 October 1997, Joint Tactics, Techniques, and Procedures for
Health Service Logistics Support in Joint Operations; and JP 4-02.2, 30 December 1996, Joint
Tactics, Techniques, and Procedures for Patient Movement in Joint Operations.

4. Change Recommendations
a. Recommendations for urgent changes to this publication should be submitted:

TO: HQDA WASHINGTON DC/CASG-SCD-D//
JOINT STAFF WASHINGTON DC//J7-JEDD//
CDRUSJFCOM SUFFOLK VA//JT10//

Routine changes should be submitted electronically to Commander, Joint Warfighting Center,
Joint Doctrine Group and info the Lead Agent and the Director for Operational Plans and Joint
Force Development J-7/JEDD via the CJCS JEL at http://www.dtic.mil/doctrine.

b. When a Joint Staff directorate submits a proposal to the Chairman of the Joint Chiefs of
Staft that would change source document information reflected in this publication, that directorate
will include a proposed change to this publication as an enclosure to its proposal. The Military
Services and other organizations are requested to notify the Joint Staff/J-7 when changes to
source documents reflected in this publication are initiated.
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c. Record of Changes:

CHANGE COPY
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NUMBER NUMBER CHANGE ENTERED BY REMARKS
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a. This publication is not programmed for printing. However, if printed, additional copies
of this publication can be obtained through the Service publication centers listed below (initial
contact) or USJFCOM in the event that the joint publication is not available from the Service.

b. Individuals and agencies outside the combatant commands, Services, Joint Staff, and
combat support agencies are authorized to receive only approved joint publications and joint test
publications. Release of any classified joint publication to foreign governments or foreign
nationals must be requested through the local embassy (Defense Attaché Office) to DIA Foreign
Liaison Office, PO-FL, Room 1E811, 7400 Defense Pentagon, Washington, DC 20301-7400.

c. Additional copies should be obtained from the Military Service assigned administrative
support responsibility by DOD Directive 5100.3, 15 November 1999, Support of the Headquarters
of Unified, Specified, and Subordinate Joint Commands.

By Military Services:

Army:

Air Force:

Navy:

Marine Corps:

US Army AG Publication Center SL
1655 Woodson Road

Attn: Joint Publications

St. Louis, MO 63114-6181

Air Force Publications Distribution Center
2800 Eastern Boulevard
Baltimore, MD 21220-2896

CO, Naval Inventory Control Point
5450 Carlisle Pike, Box 2020
Mechanicsburg, PA 17055-0788

Commander (Attn: Publications)
814 Radford Blvd, Suite 20321
Albany, GA 31704-0321
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Coast Guard: Commandant (G-RPD)
US Coast Guard
2100 2nd Street, SW
Washington, DC 20593-0001

Commander

USJFCOM JWFC Code JW2102

Doctrine and Education Group (Publication Distribution)
116 Lake View Parkway

Suffolk, VA 23435-2697

d. Local reproduction is authorized and access to unclassified publications is unrestricted.
However, access to and reproduction authorization for classified joint publications must be in
accordance with DOD Regulation 5200.1-R, Information Security Program.

6. Distribution of Electronic Publications

a. The Joint Staff will not print copies of electronic joint publications for distribution.
Electronic versions are available at www.dtic.mil/doctrine (NIPRNET), or http://
nmcc20a.nmcc.smil.mil/dj9j7ead/doctrine/ (SIPRNET).

b. Only approved joint publications and joint test publications are releasable outside the
combatant commands, Services, and Joint Staff. Release of any classified joint publication to
foreign governments or foreign nationals must be requested through the local embassy (Defense
Attaché Office) to DIA Foreign Liaison Office, PO-FL, Room 1E811, 7400 Defense Pentagon,
Washington, DC 20301-7400.
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2E
2LM

AABB
AAC
AAST
ABO
ACAT
ADVON
AE

AEC
AECM
AECS
AECT
AEG
AELT
AEOT
AEPST
AES
AESC
AEW
AFDD
AFI
AFMAN
AFMIC
AFPD
AFTTP())
AIS
AJBPO
AIDS
ALCT
AMBUS
AMC
AMD
AMOCC
AO
AOC
AOR
APES
APOD
APOE
APS

GLOSSARY
PART I — ABBREVIATIONS AND ACRONYMS

Role 2 enhanced
Role 2 light maneuver

American Association of Blood Banks

activity address code

aeromedical evacuation administrative support team
blood typing system

aeromedical evacuation command augmentation team
advanced echelon

aeromedical evacuation

aeromedical evacuation crew

aeromedical evacuation crew member
aeromedical evacuation command squadron
aeromedical evacuation control team

air expeditionary group

aeromedical evacuation liaison team
aeromedical evacuation operations team
aeromedical evacuation plans and strategy team
aeromedical evacuation squadron

aeromedical evacuation support cell

air and space expeditionary wing

Air Force doctrine document

Air Force instruction

Air Force manual

Armed Forces Medical Intelligence Center

Air Force policy directive

Air Force tactics, techniques, and procedures (instruction)

automated information system

area joint blood program office
acquired immune deficiency syndrome
airlift control team

ambulance bus

Air Mobility Command

air mobility division

air mobility operations control center
area of operations

air operations center

area of responsibility

Automated Patient Evacuation System
aerial port of debarkation

aerial port of embarkation

Army pre-positioned stocks
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AR Armyregulation

ASBP Armed Services Blood Program

ASBPO Armed Services Blood Program Office

ASD(HA) Assistant Secretary of Defense (Health Affairs)

ASF aeromedical staging facility

ASWBPL Armed Services Whole Blood Processing Laboratories

ATO air tasking order

BDC blood donor center

BEE bioenvironmental engineering officer

BI battle injury

BLDREP blood report

BLDSHIPREP blood shipment report

BMET biomedical equipment technician

BPD blood products depot

BSCT behavioral science consultation team

BSD blood supply detachment

BSU blood supply unit

BTC blood transshipment center

C centigrade

C2 command and control

CA civil affairs

CASEVAC casualty evacuation

CASF contingency aeromedical staging facility

CBIRT chemical/biological incident response tool

CBRN chemical, biological, radiological, and nuclear

CBRNE chemical, biological, radiological, nuclear, or high-yield
explosives

CCATT critical care air transport team

CCDR combatant commander

CD compact disc

CDC Centers for Disease Control and Prevention

CDF contractors deploying with the force

CERF Central Emergency Revolving Fund (UN)

CHCS composite health care system

CJCS Chairman of the Joint Chiefs of Staff

CJCSI Chairman of the Joint Chiefs of Staff instruction

CICSM Chairman of the Joint Chiefs of Staff manual

CJTF commander, joint task force

CL class

CM consequence management

CMC crew management cell

CMO civil-military operations

CMOC civil-military operations center
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COA
COAA
COMAFFOR
CONOPS
CONPLAN
CONUS
COP

COS

CPO

CPT

CRAF
CREST
CRTS

CS

CWT

D&R
DBSS
DCAM

DDC
DDOC
DHS
DIRMOBFOR
DJTFS
DLA
DLIS
DMLSS
DMRIS
DMSB
DNBI
DOD
DODD
DODI
DOS
DS
DSCA
DSCP
DTS

EA
EACS
EACT
EAES
EASF

course of action

course-of-action analysis
commander, Air Force forces
concept of operations

concept plan

continental United States

common operational picture

chief of staff

chief petty officer

common procedural terminology
civil reserve air fleet

casualty and resource estimation support tool
casualty receiving and treatment ship
civil support

customer wait time

debrief and reintegrate

Defense Blood Standard System

Defense Medical Logistics Standard Support (DMLSS) customer
assistance module

defense distribution center

deployment distribution operations center

Department of Homeland Security

director of mobility forces

deputy joint task force surgeon

Defense Logistics Agency

Defense Logistics Information Service

Defense Medical Logistics Standard Support

defense medical regulating information system

Defense Medical Standardization Board

disease and nonbattle injury

Department of Defense

Department of Defense directive

Department of Defense instruction

Department of State

direct support

defense support to civil authorities

Defense Supply Center Philadelphia

Defense Transportation System

executive agent

expeditionary aeromedical evacuation crew member support
expeditionary aeromedical evacuation coordination team
expeditionary aeromedical evacuation squadron
expeditionary acromedical staging facility
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EAST
EHO
EMF
EMS
EPW
ESO
EXORD

FAX
FCC
FDA
FDT
FEMA
FFP
FHA
FHP
FM
FRAGORD
FRC

GC

GCC
GPMRC
GPS
GPW

GS
GTN
GWS

GWS Sea

HAST
HAP-EP
HCA

HIV
HMMWV

HNS
HQ

expeditionary aeromedical evacuation staging team
environmental health officer

expeditionary medical facility

emergency medical services

enemy prisoner of war

environmental science officer

execute order

facsimile

Federal coordinating center
Food and Drug Administration
forward distribution team
Federal Emergency Management Agency
fresh frozen plasma

foreign humanitarian assistance
force health protection

field manual

fragmentary order

forward resuscitative care

Geneva Convention Relative to the Protection of Civilian Persons
in Time of War

geographic combatant commander

Global Patient Movement Requirements Center

global positioning system

Geneva Convention Relative to the Treatment of Prisoners of
War

general support

Global Transportation Network

Geneva Convention for the Amelioration of the Condition of
the Wounded and Sick in Armed Forces in the Field

Geneva Convention for the Amelioration of the Condition of
the Wounded, Sick, and Shipwrecked Members of the Armed
Forces at Sea

humanitarian assistance

humanitarian assistance survey team
humanitarian assistance program-excess property
humanitarian and civic assistance

human immuno-deficiency virus

high mobility multipurpose wheeled vehicle

host nation

host-nation support

headquarters

GL-4

JP 4-02



Glossary

HSLS
HSS

AW
ICD
ICRC
ID
IDP
IGO
[HO
HS
ISS
ITV
v

J-1
J-2
J-3

J-6
JAOC
JBPO
JDOMS
JFACC
JFC
JFS
JIPOE

JMeDSAF
JMLO
JIMOC
IMWG
JOA
JOPES

JPG
JPMRC
JPMT
JPRC
JRSOI
JTF
JTES

LA

health service logistic support
health service support

in accordance with

international classifications of diseases
International Committee of the Red Cross
identification

internally displaced person
intergovernmental organization
industrial hygiene officer

international health specialist
in-system select

in-transit visibility

intravenous

manpower and personnel directorate of a joint staff
intelligence directorate of a joint staff

operations directorate of a joint staff

logistics directorate of a joint staff
communications system directorate of a joint staff
joint air operations center

joint blood program office

Joint Director of Military Support

joint force air component commander

joint force commander

joint force surgeon

joint intelligence preparation of the operational environment
joint medical asset repository

joint movement center

joint medical semi-automated forces

joint medical logistics officer

joint medical operations center

joint medical working group

joint operations area

Joint Operation Planning and Execution System
joint publication

joint planning group

joint patient movement requirements center

joint patient movement team

joint personnel recovery center

joint reception, staging, onward movement, and integration
joint task force

joint task force surgeon

lead agent
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LERSM
LNO
LOAC
LOC
LOX

MA
MAJCOM
MASCAL
MASF
MAT
MBCDM
MCMO
MCRP
MCWP
MEDEVAC
MEDLOG
MEDREG
MES
MIPOE
MLMC
MLPS
MNF
MNFC
MRI
MRO
MSS

MTF
MWD

NAPMIS
NATO
NAVMED
NAVSOF
NBI

NCO
NDMS
NEO
NGO
NIPRNET
NRP
NTTP

OCHA

lower echelon reporting and surveillance module
liaison officer

law of armed conflict

line of communications

liquid oxygen

medical attendant

major command (USAF)

mass casualty

mobile aeromedical staging facility
medical analysis tool

medical biological chemical defense materiel
medical civil-military operations

Marine Corps reference publication
Marine Corps warfighting publication
medical evacuation

medical logistics

medical regulating

medical equipment set

medical intelligence preparation of the operational environment
medical logistics management center
Medical Logistics Proponent Subcommittee
multinational force

multinational force commander
magnetic resonance imaging

medical regulating officer

medical surveillance system

medical treatment facility

military working dog

Navy Preventive Medicine Information System
North Atlantic Treaty Organization

Navy medicine

naval special operations forces

nonbattle injury

noncommissioned officer

National Disaster Medical System
noncombatant evacuation operation
nongovernmental organization

Non-Secure Internet Protocol Router Network
National Response Plan

Navy tactics, techniques, and procedures

Office for the Coordination of Humanitarian Affairs
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OCONUS
OEH
OEM
OPCON
OPLAN
OPORD
ORM

PA
PAD
PAR
PBA
PM
PMI
PMR
PMRC
POC
POW
PR
PRA
PRT

R&R
RBC
Rh
RSOI
RTD

SEAL
SecDef
SERE
SIMLM
SIPRNET
SJA
SME
SOC
SOCCET
SOF
SOFA
SOP
SPOD
SSA
STD

T-AH

outside the continental United States
occupational and environmental health
original equipment manufacturer
operational control

operation plan

operation order

operational risk management

physician assistant

patient administration director
population at risk
performance-based agreement
patient movement

patient movement item
patient movement request
patient movement requirements center
point of contact

prisoner of war

personnel recovery

patient reception area

patient reception team

rest and recuperation

red blood cell

Rhesus factor

reception, staging, onward movement, and integration
returned to duty

sea-air-land team

Secretary of Defense

survival, evasion, resistance, and escape
single integrated medical logistics manager
SECRET Internet Protocol Router Network
staff judge advocate

subject matter expert

special operations command

special operations critical care evacuation team
special operations forces

status-of-forces agreement

standard operating procedure

seaport of debarkation

supply support activity

sexually transmitted disease

hospital ship
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TACC
TAES
TAMMIS
TBTC
TCAM

TCN
TDBSS
TEWLS
TLAMM
TMIP
TMLMC
TPFDD
TPFDL
TPMRC
TRAC2ES

ULLS

UN

USA
USACHPPM
USAF
USAID
USARIEM

Usc
USEUCOM
USD(P&R)
USG
USIFCOM
USMC

USN
USNORTHCOM
USNS
USPACOM
USTRANSCOM
UTC

VA

VES
VMI
VTC

WHO

tanker airlift control center
theater acromedical evacuation system
theater Army medical management information system
transportable blood transshipment center
theater Army medical management information system
(TAMMIS) customer assistance module
third country national
Theater Defense Blood Standard System
Theater Enterprise Wide Logistics System
theater lead agent for medical materiel
theater medical information program
theater medical logistic management center
time-phased force and deployment data
time-phased force and deployment list
theater patient movement requirements center
transportation command regulating and
command and control evacuation system

unit level logistics system
United Nations
United States Army

US Army Center for Health Promotion and Preventive Medicine

United States Air Force

United States Agency for International Development

United States Army Research Institute of Environmental
Medicine

United States Code

United States European Command

Under Secretary of Defense (Personnel & Readiness)

Unites States Government

United States Joint Forces Command

United States Marine Corps

United States Navy

United States Northern Command

United States naval ship

United States Pacific Command

United States Transportation Command

unit type code

Veterans Administration
validating flight surgeon
vendor managed inventory
video teleconferencing

World Health Organization
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WOC
WRAIR

wounded in action

weapons of mass destruction

wing operations center (USAF)

Walter Reed Army Institute of Research
war reserve materiel
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PART II — TERMS AND DEFINITIONS

acute care services. Medical services provided for patients with conditions that generally have a
rapid onset and follow a short course or require immediate attention. Most battlefield care rendered
after wounding, illness, or injury onset is acute care service. Acute care service is delivered after
the onset of symptoms, which differentiates it from preventive care that is delivered before symptoms
appear. (Approved for inclusion in the next edition of JP 1-02.)

aeromedical evacuation. The movement of patients under medical supervision to and between
medical treatment facilities by air transportation. Also called AE. (JP 1-02)

aeromedical evacuation system. A system that provides: a. control of patient movement by air
transport; b. specialized medical aircrew, medical crew augmentees, and specialty medical
attendants and equipment for inflight medical care; c. facilities on or in the vicinity of air
strips and air bases for the limited medical care of intransit patients entering, en route via, or
leaving the system; and d. communication with originating, destination, and en route medical
facilities concerning patient transportation. Also called AES. (JP 1-02)

ambulance exchange point. A location where a patient is transferred from one ambulance to
another en route to a medical treatment facility. This may be an established point in an
ambulance shuttle or it may be designated independently. Also called AXP. (JP 1-02)

battle injury. Damage or harm sustained by personnel during or as a result of battle conditions.
Also called BI. (Approved for inclusion in the next edition of JP 1-02.)

battlespace. The environment, factors, and conditions that must be understood to successfully
apply combat power, protect the force, or complete the mission. This includes the air, land,
sea, space, and the included enemy and friendly forces; facilities; weather; terrain; the
electromagnetic spectrum; and the information environment within the operational areas
and areas of interest. (JP 1-02)

buddy-aid. Acute medical care (first aid) provided by a non-medical Service member to another
person. (Approved for inclusion in the next edition of JP 1-02.)

casualty. Any person who is lost to the organization by having been declared dead, duty status—
whereabouts unknown, missing, ill, or injured. (JP 1-02)

casualty category. A term used to specifically classify a casualty for reporting purposes based
upon the casualty type and the casualty status. Casualty categories include killed in action,
died of wounds received in action, and wounded in action. (JP 1-02)

casualty evacuation. The unregulated movement of casualties that can include movement both
to and between medical treatment facilities. Also called CASEVAC. (This term and its
definition modify the existing term and its definition and are approved for inclusion in the
next edition of JP 1-02.)
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casualty receiving and treatment ship. In amphibious operations, a ship designated to receive,
provide treatment for, and transfer casualties. (JP 1-02)

casualty status. A term used to classify a casualty for reporting purposes. There are seven
casualty statuses: (1) deceased; (2) duty status - whereabouts unknown; (3) missing; (4)
very seriously ill or injured; (5) seriously ill or injured; (6) incapacitating illness or injury;
and (7) not seriously injured. (JP 1-02)

casualty type. A term used to identify a casualty for reporting purposes as either a hostile
casualty or a nonhostile casualty. (JP 1-02)

civil-military medicine. A discipline within operational medicine comprising public health
and medical issues that involve a civil-military interface (foreign or domestic), including
military medical support to civil authorities (domestic), medical engagement cooperation
activities, and medical civil-military operations. (Approved for inclusion in the next edition
of JP 1-02.)

combat and operational stress. The expected and predictable emotional, intellectual, physical,
and/or behavioral reactions of Service members who have been exposed to stressful events
in war or military operations other than war. Combat stress reactions vary in quality and
severity as a function of operational conditions, such as intensity, duration, rules of
engagement, leadership, effective communication, unit morale, unit cohesion, and perceived
importance of the mission. (JP 1-02)

combat and operational stress control. Programs developed and actions taken by military
leadership to prevent, identify, and manage adverse combat and operational stress reactions
in units; optimize mission performance; conserve fighting strength; prevent or minimize
adverse effects of combat and operational stress on members’ physical, psychological,
intellectual and social health; and to return the unit or Service member to duty expeditiously.
(Approved for inclusion in the next edition of JP 1-02.)

combatant command. A unified or specified command with a broad continuing mission under
a single commander established and so designated by the President, through the Secretary
of Defense and with the advice and assistance of the Chairman of the Joint Chiefs of Staff.
Combatant commands typically have geographic or functional responsibilities. (JP 1-02)

combatant commander. A commander of one of the unified or specified combatant commands
established by the President. Also called CCDR. (JP 1-02)

combat service support. The essential capabilities, functions, activities, and tasks necessary to
sustain all elements of operating forces in theater at all levels of war. Within the national
and theater logistic systems, it includes but is not limited to that support rendered by service
forces in ensuring the aspects of supply, maintenance, transportation, health services, and
other services required by aviation and ground combat troops to permit those units to
accomplish their missions in combat. Combat service support encompasses those activities
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atall levels of war that produce sustainment to all operating forces on the battlefield. Also called
CSS. (JP 1-02)

combat zone. 1. That area required by combat forces for the conduct of operations. (JP 1-02)

command and control. The exercise of authority and direction by a properly designated
commander over assigned and attached forces in the accomplishment of the mission.
Command and control functions are performed through an arrangement of personnel,
equipment, communications, facilities, and procedures employed by a commander in
planning, directing, coordinating, and controlling forces and operations in the
accomplishment of the mission. Also called C2. (JP 1-02)

commonality. A quality that applies to materiel or systems: a. possessing like and interchangeable
characteristics enabling each to be utilized, or operated and maintained, by personnel trained
on the others without additional specialized training; b. having interchangeable repair parts
and/or components; and c. applying to consumable items interchangeably equivalent without
adjustment. (JP 1-02)

common operational picture. A single identical display of relevant information shared by
more than one command. A common operational picture facilitates collaborative planning
and assists all echelons to achieve situational awareness. Also called COP. (JP 1-02)

communications zone. Rear part of theater of war or theater of operations (behind but contiguous
to the combat zone) which contains the lines of communications, establishments for supply
and evacuation, and other agencies required for the immediate support and maintenance of
the field forces. Also called COMMZ. (JP 1-02)

contingency contractor personnel. Defense contractors and employees of defense contractors
and associated subcontractors, including US citizens, US legal aliens, third country national
personnel, and citizens of host nations, who are authorized to accompany US military forces
in contingency operations, other military operations, or exercises designated by the
geographic combatant commander. This includes employees of external support, systems
support, and theater support contractors. (This term and its definition modify the existing
term and its definition and are approved for inclusion in the next edition of JP 1-02.)

contractors deploying with the force. A sub-category of “contingency contractor personnel.”
Contractors deploying with the force are employees of system support and external support
contractors and associated subcontractor, at all tiers, who are specifically authorized in their
contract to deploy through a deployment center or process and provide support to US military
forces in contingency operations or in other military operations, or exercises designated by
a geographic combatant commander. Also called CDF. (This term and its definition modify
the existing term and its definition and are approved for inclusion in the next edition of JP
1-02.)
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definitive care. Care rendered to conclusively manage a patient’s condition. Itincludes the full range
of preventive, curative acute, convalescent, restorative, and rehabilitative medical care. This normally
leads to rehabilitation, return to duty, or discharge from the Service. (Approved for inclusion in the
next edition of JP 1-02.)

deployment health surveillance. The regular or repeated collection, analysis, archiving,
interpretation, and distribution of health-related data used for monitoring the health of a
population or of individuals, and for intervening in a timely manner to prevent, treat, or
control the occurrence of disease or injury. It includes occupational and environmental
health surveillance and medical surveillance subcomponents. (Approved for inclusion in
the next edition of JP 1-02.)

detainee. A term used to refer to any person captured or otherwise detained by an armed force.
(JP 1-02)

directed energy. An umbrella term covering technologies that relate to the production of a
beam of concentrated electromagnetic energy or atomic or subatomic particles. Also called
DE. (JP 1-02)

disease and nonbattle injury. All illnesses and injuries not resulting from enemy or terrorist
action or caused by conflict. Indigenous disease pathogens, biological warfare agents, heat
and cold, hazardous noise, altitude, environmental, occupational, and industrial exposures,
and other naturally occurring disease agents may cause disease and nonbattle injury. Disease
and nonbattle injuries include injuries and illnesses resulting from training or from
occupational, environmental, or recreational activities, and may result in short- or long-
term, acute, or delayed illness, injury, disability, or death. Also called DNBI. (Approved
for inclusion in the next edition of JP 1-02.)

disease and nonbattle injury casualty. A person who is not a battle casualty but who is lost to
the organization by reason of disease or injury, including persons dying of disease or injury,
by reason of being missing where the absence does not appear to be voluntary, or due to
enemy action or being interned. Also called DNBI casualty. (JP 1-02)

duty status - whereabouts unknown. A transitory casualty status, applicable only to military
personnel, that is used when the responsible commander suspects the member may be a
casualty whose absence is involuntary, but does not feel sufficient evidence currently exists
to make a definite determination of missing or deceased. Also called DUSTWUN. (JP
1-02)

en route care. Continuation of the provision of care during movement (evacuation) between the health
service support capabilities in the continuum of care, without clinically compromising the patient’s
condition. (This term and its definition modify the existing term and its definition and are approved
for inclusion in the next edition of JP 1-02.)

GL-13



Glossary

essential care. Medical treatment provided to manage the casualty throughout the range of care. This
includes all care and treatment to either return the patient to duty (within the theater evacuation
policy), or begin initial treatment required for optimization of outcome, and/or stabilization to ensure
the patient can tolerate evacuation. (This term and its definition modify the existing term and its
definition and are approved for inclusion in the next edition of JP 1-02.)

evacuation. 1. Removal of a patient by any of a variety of transport means (air, ground, rail, or
sea) from a theater of military operation, or between health service support capabilities, for
the purpose of preventing further illness or injury, providing additional care, or providing
disposition of patients from the military health care system. 2. The clearance of personnel,
animals, or materiel from a given locality. 3. The controlled process of collecting, classifying,
and shipping unserviceable or abandoned materiel, US or foreign, to appropriate reclamation,
maintenance, technical intelligence, or disposal facilities. 4. The ordered or authorized
departure of noncombatants from a specific area by Department of State, Department of
Defense, or appropriate military commander. This refers to the movement from one area to
another in the same or different countries. The evacuation is caused by unusual or emergency
circumstances and applies equally to command or non-command sponsored family members.
(This term and its definition modify the existing term and its definition and are approved for
inclusion in the next edition of JP 1-02.)

executive agent. A term used to indicate a delegation of authority by the Secretary of Defense
to a subordinate to act on the Secretary’s behalf. Designation as executive agent, in and of
itself, confers no authority. The exact nature and scope of the authority delegated must be
stated in the document designating the executive agent. An executive agent may be limited
to providing only administration and support or coordinating common functions, or it may
be delegated authority, direction, and control over specified resources for specified purposes.
Also called EA. (JP 1-02)

external support contractors. US national or third party contract personnel hired from outside
the operational area. (JP 1-02)

first responder care. The health care capability that provides immediate clinical care and stabilization
to the patient in preparation for evacuation to the next health service support capability in the
continuum of care. (Approved for inclusion in the next edition of JP 1-02.)

first responders. The primary health care providers whose responsibility is the provision of
immediate clinical care and stabilization in preparation for evacuation to the next health
service support capability in the continuum of care. In addition to treating injuries, they
treat Service members for common acute minor illnesses. (This term and its definition
modify the existing term “first responder phase” and its definition and are approved for
inclusion in the next edition of JP 1-02.)

force health protection. Measures to promote, improve, or conserve the mental and physical well-
being of Service members. These measures enable a healthy and fit force, prevent injury and
illness, and protect the force from health hazards. Also called FHP. (This term and its definition
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modify the existing term and its definition and are approved for inclusion in the next edition of JP 1-
02.)

forward aeromedical evacuation. That phase of evacuation that provides airlift for patients
between points within the battlefield, from the battlefield to the initial point of treatment,
and to subsequent points of treatment within the combat zone. (JP 1-02)

forward resuscitative care. Care provided as close to the point of injury as possible based on current
operational requirements to attain stabilization and achieve the most efficient use of life-and-limb
saving medical treatment. Forward resuscitative care typically provides essential care for stabilization
to ensure the patient can tolerate evacuation. Also called FRC. (This term and its definition modify
the existing term ““forward resuscitative surgery” and its definition and are approved for inclusion in
the next edition of JP 1-02.)

Global Patient Movement Requirements Center. A joint activity reporting directly to the
Commander, US Transportation Command, the Department of Defense single manager for
the strategic and continental United States regulation and movement of uniformed services
and other authorized patients. The Global Patient Movement Requirements Center provides
medical regulating and aeromedical evacuation scheduling for the continental United States
and intertheater operations and provides support to the theater patient movement requirements
centers. The Global Patient Movement Requirements Center coordinates with supporting
resource providers to identify available assets and communicates transport to bed plans to
the appropriate transportation agency for execution. Also called GPMRC. (This term and
its definition modify the existing term and its definition and are approved for inclusion in
the next edition of JP 1-02.)

health care provider. Any member of the Armed Forces, civilian employee of the Department
of Defense, or personal services contract employee under Title 10 United States Code Section
1091 authorized by the Department of Defense to perform health care functions. The term
does not include any contract provider who is not a personal services contract employee.
Also called DOD health care provider. (Approved for inclusion in the next edition of JP
1-02.)

health hazard assessment. An assessment that characterizes the possible health risks of
occupational exposures of Service members during the course of their normal duties.
(Approved for inclusion in the next edition of JP 1-02.)

health service logistic support. A functional area of logistic support that supports the joint
force surgeon’s health service support mission. It includes supplying Class VIII medical
supplies (medical material to include medical peculiar repair parts used to sustain the health
service support system), optical fabrication, medical equipment maintenance, blood storage and
distribution, and medical gases. Also called HSLS. (JP 1-02)

health service support. Allservices performed, provided, or arranged to promote, improve, conserve,
or restore the mental or physical well-being of personnel. These services include, but are not
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limited to, the management of health services resources, such as manpower, monies, and facilities;
preventive and curative health measures; evacuation of the wounded, injured, or sick; selection of
the medically fitand disposition of the medically unfit; blood management; medical supply, equipment,
and maintenance thereof; combat stress control; and medical, dental, veterinary, laboratory,
optometric, nutrition therapy, and medical intelligence services. Also called HSS. (This term and
its definition modify the existing term and its definition and are approved for inclusion in the next
edition of JP 1-02.)

health surveillance. The regular or repeated collection, analysis, and interpretation of health-
related data and the dissemination of information to monitor the health of a population and
to identify potential health risks, thereby enabling timely interventions to prevent, treat,
reduce, or control disease and injury. It includes occupational and environmental health
surveillance and medical surveillance subcomponents. (Approved for inclusion in the next
edition of JP 1-02.)

health threat. A composite of ongoing or potential enemy actions; adverse environmental,
occupational, and geographic and meteorological conditions; endemic diseases; and
employment of nuclear, biological, and chemical weapons (to include weapons of mass
destruction) that have the potential to affect the short- or long-term health (including
psychological impact) of personnel. (This term and its definition modify the existing term
and its definition and are approved for inclusion in the next edition of JP 1-02.)

hospital. A medical treatment facility capable of providing inpatient care. It is appropriately
staffed and equipped to provide diagnostic and therapeutic services, as well as the necessary
supporting services required to perform its assigned mission and functions. A hospital may,
in addition, discharge the functions of a clinic. (JP 1-02)

hostile casualty. A person who is the victim of a terrorist activity or who becomes a casualty “in
action.” “In action” characterizes the casualty as having been the direct result of hostile
action, sustained in combat or relating thereto, or sustained going to or returning from a
combat mission provided that the occurrence was directly related to hostile action. Included
are persons killed or wounded mistakenly or accidentally by friendly fire directed at a
hostile force or what is thought to be a hostile force. However, not to be considered as
sustained in action and not to be interpreted as hostile casualties are injuries or death due to
the elements, self-inflicted wounds, combat fatigue, and except in unusual cases, wounds
or death inflicted by a friendly force while the individual is in an absent-without-leave,
deserter, or dropped-from-rolls status, or is voluntarily absent from a place of duty. (JP
1-02)

host-nation support. Civil and/or military assistance rendered by a nation to foreign forces within its
territory during peacetime, crises or emergencies, or war based on agreements mutually concluded
between nations. Also called HNS. (JP 1-02)

interoperability. 1. The ability of systems, units, or forces to provide services to and accept services
from other systems, units, or forces and to use the services so exchanged to enable them to operate
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effectively together. 2. The condition achieved among communications-electronics systems or
items of communications-electronics equipment when information or services can be exchanged
directly and satisfactorily between them and/or their users. The degree of interoperability should
be defined when referring to specific cases. (This term and its definition modify the existing term
and its definition and are approved for inclusion in the next edition of JP 1-02.)

intertheater evacuation. None. (Approved for removal from the next edition of JP 1-02.)

intertheater patient movement. Moving patients between, into, and out of the different theaters
of the geographic combatant commands and into the continental United States or another
supporting theater. (This term and its definition modify the existing term “intertheater
evacuation” and its definition and are approved for inclusion in the next edition of JP 1-02.)

intransit aeromedical evacuation facility. A medical facility, on or in the vicinity of an air
base, that provides limited medical care for intransit patients awaiting air transportation.
This type of medical facility is provided to obtain effective utilization of transport airlift
within operating schedules. It includes “remain overnight” facilities, intransit facilities at
aerial ports of embarkation and debarkation, and casualty staging facilities in an overseas
combat area. (JP 1-02)

in-transit visibility. The ability to track the identity, status, and location of Department of Defense
units, and non-unit cargo (excluding bulk petroleum, oils, and lubricants) and passengers;
patients; and personal property from origin to consignee or destination across the range of
military operations. Also called ITV. (JP 1-02)

intratheater evacuation. None. (Approved for removal from the next edition of JP 1-02.)

intratheater patient movement. Moving patients within the theater of a combatant command
or in the continental United States. (This term and its definition modify the existing term
“intratheater evacuation” and its definition and are approved for inclusion in the next edition
of JP 1-02.)

joint force. A general term applied to a force composed of significant elements, assigned or
attached, of two or more Military Departments operating under a single joint force
commander. (JP 1-02)

joint force commander. A general term applied to a combatant commander, subunified commander,
or joint task force commander authorized to exercise combatant command (command authority)
or operational control over ajoint force. Also called JFC. (JP 1-02)

joint force surgeon. A general term applied to a Department of Defense medical department
officer appointed by the joint force commander to serve as the joint force special staff
officer responsible for establishing, monitoring, or evaluating joint force health service support.
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Also called JES. (This term and its definition modify the existing term and its definition and are
approved for inclusion in the next edition of JP 1-02.)

joint movement center. The center established to coordinate the employment of all means of
transportation (including that provided by allies or host nations) to support the concept of
operations. This coordination is accomplished through establishment of transportation
policies within the assigned operational area, consistent with relative urgency of need, port
and terminal capabilities, transportation asset availability, and priorities set by a joint force
commander. Also called IMC. (JP 1-02)

joint patient movement requirements center. A joint activity established to coordinate the joint
patient movement requirements function for a joint task force operating within a unified command
area of responsibility. It coordinates with the theater patient movement requirements center for
intratheater patient movement and the Global Patient Movement Requirements Center for intertheater
patient movement. Also called JPMRC. (This term and its definition modify the existing term and
its definition and are approved for inclusion in the next edition of JP 1-02.)

joint patient movement team. Teams comprised of personnel trained in medical regulating
and movement procedures. These teams can supplement a global, theater, or joint patient
movement requirements center staff. Joint patient movement teams are under the operational
control of the Global Patient Movement Requirements Center until attached to a theater/
joint patient movement requirements center or forward element supporting the respective
joint operation or Federal Emergency Management Agency contingency. Also called JPMT.
(Approved for inclusion in the next edition of JP 1-02.)

killed in action. A casualty category applicable to a hostile casualty, other than the victim of a
terrorist activity, who is killed outright or who dies as a result of wounds or other injuries
before reaching a medical treatment facility. Also called KIA. (JP 1-02)

lead agent. 1. An individual Service, combatant command, or Joint Staff directorate assigned to
develop and maintain a joint publication. 2. In medical materiel management, the designated
unit or organization to coordinate or execute day-to-day conduct of an ongoing operation or
function. Also called LA. (This term and its definition modify the existing term and its
definition and are approved for inclusion in the next edition of JP 1-02.)

logistic support (medical). Medical care, treatment, hospitalization, and evacuation, as well as
the furnishing of medical services, supplies, materiel, and adjuncts thereto. (JP 1-02)

mass casualty. Any large number of casualties produced in a relatively short period of time, usually as
the result of a single incident such as a military aircraft accident, hurricane, flood, earthquake, or
armed attack that exceeds local logistic support capabilities. Also called MASCAL. (JP 1-02)

medical civil-military operations. All military health-related activities in support of a joint force
commander that establish, enhance, maintain or influence relations between the joint or multinational
force and host nation, multinational governmental and nongovernmental civilian organizations and
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authorities, and the civilian populace in order to facilitate military operations, achieve US operational
objectives, and positively impact the health sector. Also called MCMO. (Approved for inclusion
in the next edition of JP 1-02.)

medical contingency file. A web-based database within the Defense Supply Center Philadelphia’s
Readiness Management Application that identifies and manages Department of Defense

medical contingency materiel requirements. (Approved for inclusion in the next edition of
JP 1-02.)

medical evacuees. Personnel who are wounded, injured, or ill and must be moved to or between
medical facilities. (JP 1-02)

medical intelligence. That category of intelligence resulting from the collection, evaluation,
and analysis, and interpretation of foreign medical, bio-scientific, and environmental
information that is of interest to strategic planning and to military medical planning and
operations for the conservation of the fighting strength of friendly forces and the formation

of assessments of foreign medical capabilities in both military and civilian sectors. Also
called MEDINT. (JP 1-02)

medical intelligence preparation of the operational environment. A systematic continuing
process that analyzes information on medical and disease threats, enemy capabilities, terrain,
weather, local medical infrastructure, potential humanitarian and refugee situations,
transportation issues, and political, religious and social issues for all types of operations.
Medical intelligence preparation of the operational environment is a component of the
health service support mission analysis process, and the resulting statistics serves as a basis
for developing health service support estimates and plans. It includes: defining the operational
environment, describing the operational environment effects on health service support
operations, evaluating the operational environmental threats, and determining courses of
action to meet actual and potential threats. Also called MIPOE. (Approved for inclusion in
the next edition of JP 1-02.)

medical protocols. Directives issued by competent military authority that delineate the
circumstances and limitations under which United States medical forces will initiate medical
care and support to those individuals that are not Department of Defense health care
beneficiaries or designated eligible for care in a military medical treatment facility by the
Secretary of Defense. (Approved for inclusion in the next edition of JP 1-02.)

medical regulating. The actions and coordination necessary to arrange for the movement of patients
through the levels of care. This process matches patients with a medical treatment facility that has
the necessary health service support capabilities and available bed space. (JP 1-02)

medical surveillance. The ongoing, systematic collection, analysis, and interpretation of data derived
from instances of medical care or medical evaluation, and the reporting of population-based
information for characterizing and countering threats to a population’s health, well-being and

GL-19



Glossary

performance. (This term and its definition modify the existing term and its definition and are approved
for inclusion in the next edition of JP 1-02.)

medical treatment facility. A facility established for the purpose of furnishing medical and/or dental
care to eligible individuals. Also called MTF. (JP 1-02)

military health system. A health system that supports the military mission by fostering,
protecting, sustaining, and restoring health. It also provides the direction, resources, health
care providers, and other means necessary for promoting the health of the beneficiary
population. These include developing and promoting health awareness issues to educate
customers, discovering and resolving environmentally based health threats, providing health
services, including preventive care and problem intervention, and improving the means and
methods for maintaining the health of the beneficiary population, by constantly evaluating
the performance of the health care services system. (Approved for inclusion in the next
edition of JP 1-02.)

multinational. Between two or more forces or agencies of two or more nations or coalition
partners. (JP 1-02)

national military strategy. A document approved by the Chairman of the Joint Chiefs of Staff
for distributing and applying military power to attain national security strategy and national
defense strategy objectives. Also called NMS. (JP 1-02)

nonhostile casualty. A person who becomes a casualty due to circumstances not directly
attributable to hostile action or terrorist activity. Casualties due to the elements, self-inflicted
wounds, and combat fatigue are nonhostile casualties. Also called NHCS. (JP 1-02)

not seriously injured. The casualty status of a person whose injury may or may not require
hospitalization; medical authority does not classify as very seriously injured, seriously injured,
or incapacitating illness or injury; and the person can communicate with the next of kin.
Also called NSI. See also casualty status. (JP 1-02)

occupational and environmental health surveillance. The regular or repeated collection,
analysis, archiving, interpretation, and dissemination of occupational and environmental
health-related data for monitoring the health of, or potential health hazard impact on, a
population and individual personnel, and for intervening in a timely manner to prevent,
treat, or control the occurrence of disease or injury when determined necessary. (Approved for
inclusion in the next edition of JP 1-02.)

occupational and environmental health threats. Threats to the health of military personnel and to
military readiness created by exposure to hazardous agents, environmental contamination, or toxic
industrial materials. (JP 1-02)

operation order. A directive issued by acommander to subordinate commanders for the purpose
of effecting the coordinated execution of an operation. Also called OPORD. (JP 1-02)
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opportune lift. That portion of lift capability available for use after planned requirements have
been met. (JP 1-02)

organic. Assigned to and forming an essential part of a military organization. Organic parts of
a unit are those listed in its table of organization for the Army, Air Force, and Marine Corps,
and are assigned to the administrative organizations of the operating forces for the Navy.
(JP 1-02)

originating medical facility. A medical facility that initially transfers a patient to another medical
facility. (JP 1-02)

patient. A sick, injured, wounded, or other person requiring medical and/or dental care or
treatment. (JP 1-02)

patient movement. The act or process of moving a sick, injured, wounded, or other person to
obtain medical and/or dental care or treatment. Functions include medical regulating, patient
evacuation, and en route medical care. (JP 1-02)

patient movement policy. Command decision establishing the maximum number of days that
patients may be held within the command for treatment. Patients who, in the opinion of
responsible medical officers, cannot be returned to a duty status within the period prescribed
are evacuated by the first available means, provided the travel involved will not aggravate
their disabilities. (This term and its definition modify the existing term “evacuation policy”
and its definition and are approved for inclusion in the next edition of JP 1-02.)

patient movement requirements center. Term used to represent any theater, joint or the Global
Patient Movement Requirements Center function. A joint activity that coordinates patient
movement. It is the functional merging of joint medical regulating processes, Services’
medical regulating processes, and patient movement evacuation requirements planning
(transport to bed plan). Also called PMRC. (This term and its definition modify the existing
term and its definition and are approved for inclusion in the next edition of JP 1-02.)

population at risk. The strength in personnel of a given force structure in terms of which
casualty rates are stated. Also called PAR. (Approved for inclusion in the next edition of JP
1-02.)

port of debarkation. The geographic point at which cargo or personnel are discharged. This
may be a seaport or aerial port of debarkation; for unit requirements; it may or may not
coincide with the destination. Also called POD. (JP 1-02)

port of embarkation. The geographic point in a routing scheme from which cargo or personnel
depart. This may be a seaport or aerial port from which personnel and equipment flow to
port of debarkation; for unit and non-unit requirements; it may or may not coincide with the
origin. Also called POE. (JP 1-02)

GL-21



Glossary

preventive medicine. The anticipation, communication, prediction, identification, prevention, education,
risk assessment, and control of communicable diseases, illnesses and exposure to endemic,
occupational, and environmental threats. These threats include nonbattle injuries, combat stress
responses, weapons of mass destruction, and other threats to the health and readiness of military
personnel. Communicable diseases include anthropod-, vector-, food-, waste-, and waterborne
diseases. Preventative medicine measures include field sanitation, medical surveillance, pestand
vector control, disease risk assessment, environmental and occupational health surveillance, waste
(human, hazardous, and medical) disposal, food safety inspection, and potable water surveillance.
Also called PVNTMED. (JP 1-02)

prisoner of war. A detained person as defined in Articles 4 and 5 of the Geneva Convention
Relative to the Treatment of Prisoners of War of August 12, 1949. In particular, one who,
while engaged in combat under orders of his or her government, is captured by the armed
forces of the enemy. As such, he or she is entitled to the combatant’s privilege of immunity
from the municipal law of the capturing state for warlike acts which do not amount to
breaches of the law of armed conflict. For example, a prisoner of war may be, but is not
limited to, any person belonging to one of the following categories who has fallen into the
power of the enemy: a member of the armed forces, organized militia or volunteer corps; a
person who accompanies the armed forces without actually being a member thereof; a
member of a merchant marine or civilian aircraft crew not qualifying for more favorable
treatment; or individuals who, on the approach of the enemy, spontaneously take up arms to
resist the invading forces. Also called POW or PW. (JP 1-02)

reachback. The process of obtaining products, services, and applications, or forces, or equipment, or
material from organizations that are not forward deployed. (JP 1-02)

rehabilitative care. Therapy that provides evaluations and treatment programs using exercises, massage,
or electrical therapeutic treatment to restore, reinforce, or enhance motor performance and restores
patients to functional health allowing for their return to duty or discharge from the Service. Also
called restorative care. (This term and its definition modify the existing term “restorative and
rehabilitative care” and its definition and are approved for inclusion in the next edition of JP 1-02.)

repatriate. A person who returns to his or her country or citizenship, having left said native country
either against his or her will, or as one of a group who left for reason of politics, religion, or other
pertinent reasons. (JP 1-02)

resuscitative care. Advanced emergency medical treatment required to prevent immediate loss
of life or limb and to attain stabilization to ensure the patient could tolerate evacuation.
(This term and its definition modify the existing term and its definition and are approved for inclusion
in the next edition of JP 1-02.)

retrograde personnel. Personnel evacuated from a theater who may include medical patients,
noncombatants, and civilians. (JP 1-02)
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risk management. The process of identifying, assessing, and controlling risks arising from operational
factors and making decisions that balance risk cost with mission benefits. Also called RM. (JP 1-
02)

rules of engagement. Directives issued by competent military authority that delineate the
circumstances and limitations under which United States forces will initiate and/or continue
combat engagement with other forces encountered. Also called ROE. (JP 1-02)

safe haven. 1. Designated area(s) to which noncombatants of the United States Government’s
responsibility and commercial vehicles and materiel may be evacuated during a domestic
or other valid emergency. (JP 1-02)

seriously ill or injured. The casualty status of a person whose illness or injury is classified by
medical authority to be of such severity that there is cause for immediate concern, but there
is not imminent danger to life. Also called SII. See also casualty status. (JP 1-02)

seriously wounded. A casualty whose injuries or illness are of such severity that the patient is
rendered unable to walk or sit, thereby requiring a litter for movement and evacuation. (JP
1-02)

slightly wounded. A casualty whose injuries or illness are relatively minor, permitting the
patient to walk and/or sit. (JP 1-02)

stabilized patient. A patient whose airway is secured, hemorrhage is controlled, shock treated,
and fractures are immobilized. (JP 1-02)

stable patient. A patient for whom no inflight medical intervention is expected but the potential
for medical intervention exists. (JP 1-02)

standardization. The process by which the Department of Defense achieves the closest practicable
cooperation among the Services and Department of Defense agencies for the most efficient use of
research, development, and production resources, and agrees to adopt on the broadest possible
basis the use of: a. common or compatible operational, administrative, and logistic procedures; b.
common or compatible technical procedures and criteria; c. common, compatible, or interchangeable
supplies, components, weapons, or equipment; and d. common or compatible tactical doctrine
with corresponding organizational compatibility. (This term and its definition modify the existing
term and its definition and are approved for inclusion in the next edition of JP 1-02.)

strategic estimate. The estimate of the broad strategic factors that influence the determination of
missions, objectives, and courses of action. The estimate is continuous and includes the strategic
directionreceived from the President, Secretary of Defense, or the authoritative body of an alliance
or coalition. (JP 1-02)
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subordinate unified command. A command established by commanders of unified commands, when
so authorized through the Chairman of the Joint Chiefs of Staff, to conduct operations on a continuing
basis in accordance with the criteria set forth for unified commands. A subordinate unified command
may be established on an area or functional basis. Commanders of subordinate unified commands
have functions and responsibilities similar to those of the commanders of unified commands and
exercise operational control of assigned commands and forces within the assigned operational
area. Also called subunified command. (JP 1-02)

supported commander. 1. The commander having primary responsibility for all aspects of a task
assigned by the Joint Strategic Capabilities Plan or other joint operation planning authority. Inthe
context of joint operation planning, this term refers to the commander who prepares operation
plans or operation orders in response to requirements of the Chairman of the Joint Chiefs of Staff.
2. Inthe context of a support command relationship, the commander who receives assistance from
another commander’s force or capabilities, and who is responsible for ensuring that the supporting
commander understands the assistance required. (JP 1-02)

supporting commander. 1. Acommander who provides augmentation forces or other support to a
supported commander or who develops a supporting plan. This includes the designated combatant
commands and Department of Defense agencies as appropriate. 2. In the context of a support
command relationship, the commander who aids, protects, complements, or sustains another
commander’s force, and who is responsible for providing the assistance required by the supported
commander. (JP 1-02)

supporting plan. An operation plan prepared by a supporting commander or a subordinate
commander to satisfy the requests or requirements of the supported commander’s plan. (JP
1-02)

sustainment. The provision of logistics and personnel services required to maintain and prolong
operations until successful mission accomplishment. (JP 1-02)

systems support contractors. Contract personnel, normally with high levels of technical
expertise, hired to support specific military systems. See also external support contractors;
theater support contractors. (JP 1-02)

tactical aeromedical evacuation. That phase of evacuation which provides airlift for patients
from the combat zone to points outside the combat zone, and between points within the
communications zone. (JP 1-02)

tactical air transport operations. The carriage of passengers and cargo within a theater by
means of: a. airborne operations: (1) parachute assault, (2) helicopterborne assault, (3) air
landing; b. air logistic support; c. special missions; d. aeromedical evacuation missions.
(JP 1-02)

telemedicine. Rapid access to shared and remote medical expertise by means of telecommunications
and information technologies to deliver health services and exchange health information for the
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purpose of improving patient care. (Approved for inclusion in the next edition of JP 1-02.)

theater hospitalization capability. Essential care and health service support capabilities to
either return the patient to duty and/or stabilization to ensure the patient can tolerate evacuation
to a definitive care facility outside the theater. It includes modular hospital configurations
required to support the theater (emergency medical services, surgical services, primary
care, veterinary services, dental services, preventive medicine, and combat and operational
stress control, blood banking services, hospitalization, laboratory and pharmacy services,
radiology, medical logistics and other medical specialty capabilities as required). (Approved
for inclusion in the next edition of JP 1-02.)

theater patient movement requirements center. The activity responsible for intratheater patient
movement management (medical regulating and aeromedical evacuation scheduling), the
development of theater-level patient movement plans and schedules, the monitoring end
execution in concert with the Global Patient Movement Requirements Center. Also called
TPMRC. (Approved for inclusion in the next edition of JP 1-02.)

theater support contractors. Contract personnel hired in, and operating in, a specific operational
area. (JP 1-02)

throughput. 1. In transportation, the average quantity of cargo and passengers that can pass
through a port on a daily basis from arrival at the port to loading onto a ship or plane, or
from the discharge from a ship or plane to the exit (clearance) from the port complex.
Throughput is usually expressed in measurement tons, short tons, or passengers. Reception
and storage limitation may affect final throughput. 2. In patient movement and care, the
maximum number of patients (stable or stabilized) by category, that can be received at the
airport, staged, transported, and received at the proper hospital within any 24-hour period.
(This term and its definition modify the existing term and its definition and are approved for
inclusion in the next edition of JP 1-02.)

unaccounted for. An inclusive term (not a casualty status) applicable to personnel whose person
or remains are not recovered or otherwise accounted for following hostile action. Commonly
used when referring to personnel who are killed in action and whose bodies are not recovered. See
also casualty; casualty category; casualty status; casualty type. (JP 1-02)

unified action. A broad generic term that describes the wide scope of actions (including the
synchronization of activities with governmental and nongovernmental agencies) taking place within
unified commands, subordinate unified commands, or joint task forces under the overall direction
of the commanders of those commands. (JP 1-02)

unstable patient. A patient whose physiological status is in fluctuation. Emergent, treatment and/or
surgical intervention are anticipated during the evacuation. Anunstable patient’s rapidly changing
status and requirements are beyond the standard en route care capability and requires medical/
surgical augmentation. (Approved for inclusion in the next edition of JP 1-02.)
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very seriously ill or injured. The casualty status of a person whose illness or injury is classified by
medical authority to be of such severity that life is imminently endangered. Also called VSII. See
also casualty status. (JP 1-02)

walking patient. A patient whose injuries and/or illness are relatively minor, permitting the
patient to walk and not require a litter. (JP 1-02)

wellness. Force health protection program that consolidates and incorporates physical and mental
fitness, health promotion, and environmental and occupational health. (JP 1-02)

wounded. See seriously wounded; slightly wounded. (JP 1-02)

wounded in action. A casualty category applicable to a hostile casualty, other than the victim of
a terrorist activity, who has incurred an injury due to an external agent or cause. The term
encompasses all kinds of wounds and other injuries incurred in action, whether there is a
piercing of the body, as in a penetration or perforated wound, or none, as in the contused
wound. These include fractures, burns, blast concussions, all effects of biological and
chemical warfare agents, and the effects of an exposure to ionizing radiation or any other
destructive weapon or agent. The hostile casualty’s status may be categorized as “very
seriously ill or injured,” “seriously ill or injured,” “incapacitating illness or injury,” or “not
seriously injured.” Also called WIA. (JP 1-02)
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